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A New Salicylate Compound 


SAL-ETHYL 
CARBONATE 


HE possibility of effective salicylate medi- 

H cation without gastric disturbance focuses 
interest on this new salicylate compound. 
Sal-Ethyl Carbonate, or salicylic - ethyl - ester 
carbonate, exhibits all the therapeutic effects char- 
acteristic of the salicylates, but it does not produce 
any gastric irritation. As it is completely insoluble 
in acid and neutral solutions it passes through the 
stomach unchanged and inert; in the alkaline 
medium of the duodenum it is hydrolysed and 
converted into a readily soluble and assimilable 
alkaline salicylate, in which form it is disseminated 
throughout the body in a characteristic manner. 


The promptness with which Sal-Ethyl Carbonate 
is absorbed is indicated by the fact that in the 
course of an hour-and-a-half after its oral ad- 
ministration the urine is found to contain small 
amounts of salicylates. Elimination then 
continues slowly for 24 hours or more, 
permitting prolonged systemic effect. 


a 


Sal-Ethyl Carbonate is issued in tablets, each containing 

5 grains, in bottles of 25 or 100. The average dose is 10 

grains repeated three or four times a day. Further 
particulars will be furnished on request. 


Vv 
PARKE, DAVIS & COMPANY, 
50, Beak Street, London, W.1 


LABORATORIES: HOUNSLOW, MIDDLESEX 
Inc, U.S.A., Liability Ltd. 









































Section of Laryngology 


President—MUSGRAVE WOooDMAN, M.S. 


[November 3, 1933] 


Cancer of the Larynx treated by Surgery and Radium.—WaALTER 
HOWARTH. 

Male, aged 35, came to St. Thomas’s Hospital three and a half years ago 
complaining of hoarseness of several months’ duration. The left vocal cord was 
found to be occupied by a growth which extended forwards across the anterior 
commissure and backwards on to the anterior face of the arytenoid. Biopsy proved 
it to be a squamous-celled carcinoma. 

The correct surgical treatment would undoubtedly have been a complete laryng- 
ectomy, but I hesitated to do this in the first instance in the case of so young a 
subject. The growth was exposed by laryngo-fissure and the anterior third of the 
right cord, along with the whole of the left cord and surrounding parts, was removed 
in the usual way. It was not possible to remove the portion of growth which was 
extending on to the arytenoid, so a palisade of eight radium needles (1 milligram, 
with platinum filter), was placed round this. The larynx was packed and left open. 
The needles were removed on the eighth day and the larynx was closed. Recovery 
was uninterrupted. 

The patient has been wearing a tracheotomy tube for nearly three years, mainly 
as a precautionary measure, but has now given it up. It has not been thought 
advisable to close the tracheotomy opening completely. The patient has a useful 
voice but the glottic chink is, naturally, rather small. 


Discussion.— HERBERT TILLEY said that long before radium was used in the treatment 
of malignant disease of the larynx, he had a patient in whom the carcinoma had spread on to 
the face of the corresponding arytenoid, and this extension he deliberately removed, although 
he felt sure there would ensue some difficulty in swallowing. This difficulty was experienced, 
but after five weeks it ceased, and eventually the patient recovered without further 
complication. In some cases it was conceivable that the growth might extend to a region 
unsuitable for radium needles, or, in which, without having had the necessary practice, the 
surgeon would be unable to insert them securely. Even in the faucial regions one might 
embed radium deeply and find next day that some needles had worked out. In such a case 
as the one shown, if the laryngologist could not obtain radium he need not hesitate about 
removing the arytenoid by surgical measures, and might reasonably hope that any subsequent 
difficulty in swallowing would only be temporary. 

Sir StTCLAIR THOMSON expressed the hope that by using the approach by laryngo-fissure, 
cases might be successfully treated which might, owing to an attempt at definition, have 
been left alone or subjected to laryngectomy. The definition to which he referred was that 
laryngo-fissure was only suitable for cases in which both ends of the cord were free and the 
cord was mobile. He had operated on many cases in which the cord was not mobile, and 
with lasting success, and also in cases where the growth went across the anterior commissure. 
Mr. Howarth had now shown how this route could be used in more extensive lesions. 
Hautant, with a little alteration, was doing the same thing. Anything possible and 
promising was better than laryngectomy. This case showed that the preservation of any 
glottic chink was valuable. It also showed that the radium, at least, did no harm, as there 
were no bad results from it after three and a half years. Why did not the exhibitor allow the 
patient to have a tracheotomy tube? The glottic chink was not sufficient to enable him to 
properly carry on the life he was living ; he could neither ride a bicycle nor run upstairs. He 
had frequently called attention to the many advantages, and comparatively slight inconvenience 
of a well-placed tracheotomy in permanent stenosis of the larynx. 


References.—Brit. Med. Journ., 1928 (i), 743 ; Clin. Journ., 1931, 1x, 553. 
F. Hott DIGGLE asked whether needles or seeds had been used here. He had had cases 
in which the growth extended to the arytenoid cartilage, and in one he had used radium 
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seeds, while in two others he had employed superficial diathermy. All three patients were 
much more hoarse after the operation than patients after laryngo-fissure. All three, beginning 
from three months afterwards, developed fixation of the opposite cord. 


WALTER HowanrtTH (in reply) said that laryngectomy was a mutilating procedure, and the 
surgeon should do his best to avoid it. If the method carried out here failed in any case, the 
attempt did not constitute a bar to laryngectomy a little later. As this patient was only 31, 
he (the speaker) felt that he should be given a chance, and he agreed that he should wear a 
tracheotomy tube ; he did have one until a month or two ago, but he became bored by it. As 
there was a good scarred opening it was not likely to close, and he could, when necessary, 
place his tube in. 

He (Mr. Howarth) had used radium needles in this case because at the moment he could 
not get seeds. The needles he used were half an inch long, and he employed eight to encircle 
the growth. He expected some exfoliation of the arytenoid cartilage afterwards, but though 
edema occurred and lasted a year, there was no necrosis of the cartilage, and during the last 
two years the patient had remained much in his present state. 


An Unusual Appearance of the Larynx.--T. B. Layton. 

William P., aged 56. Attended hospital July 13, 1933, complaining of inter- 
mittent small hemorrhages from the throat for the last five months. 

On examination of the larynx the mucous membrane is seen to be normal, and in 
the resting position the whole of the right vocal cord can be seen but not so the left. 
The front and back of the left cord disappear as phonation ceases, the front beneath 
the false cord while the back is overhung by the arytenoid. On phonation, the 
front part of the larynx, including the true and false cords move normally, with 
complete closure of the glottis, but there is something unusual in the movement of 
the arytenoids. The right arytenoid passes across anterior to the left, and at the 
same time the two arytenoids appear to fold themselves and approximate their 
anterior surfaces. 

Blood-pressure 154/100. Skiagram of chest, normal. Urine, normal. Wasser- 
mann and Kahn reactions negative. 

Opinions are invited regarding this appearance, as to whether it is within the 
normal, or indicates some impairment of movement of the crico-arytenoid joints, or 
the possibility of a paralysis or paresis of the arytenoideus muscle. 


Discussion.—V. FE. NEGUS said that from his examination of the case he found it difficult 
to follow the description, as it described one arytenoid moving in front of the other. 
The speaker saw the cartilage of Wrisberg of one side passing in front of the other. If 
Mr. Layton referred to that, it was a pity to speak of the arytenoid. The cartilage of 
Wrisberg was not connected with the arytenoid. Often there was a difference in the movements 
of the two sides. The cartilage of Wrisberg was moved by the upper fibres of the sphincter, 
chiefly the aryepiglottic fibres. In the present patient he could not see signs of paresis. 
Therefore he suggested that this was a physiological abnormality of a kind which was fairly 
common. 


A. BROWN KELLY said that the condition present in the posterior part of this patient's 
larynx was what had been termed “crossing of the arytenoids.” Judging from dissections 
that he had made, the abnormality seemed to be due to want of symmetry of the arytenoids ; 
in one of the specimens the approximating surfaces had presented respectively a rounded 
prominence and a-concavity. As to the cartilage of Wrisberg, in some it stood upright, 
supporting the aryepiglottic fold; in others it bent over towards the middle line. 


HERBERT TILLEY said that the left ventricular band overhung the left cord much more 
than its fellow on the right side. It had a sharp edge, and the cord was red, while above 
and behind the left cord was a small stellate scar. It seemed worth while to consider 
whether such appearances might not be of syphilitic origin. 


T. B. Layton (in reply) said that, as Mr. Tilley had pointed out, the important factor 
in this case was the difference in movement of the two sides. He was glad that so modern 
an authority as Mr. Negus thought that such difference was within the bounds of normality. 
Influenced by the work of Beevor, Horsley, and Semon, he had thought that in the normal 
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person the two sides of the larynx were always mirror pictures, the one of the other, in 
movement as in structure. When he had seen such differences as in this case he had 
feared grave disease, and when this had not been found had doubted his own observations. 

He pleaded guilty to the use of the word arytenoid. It was inaccurate and yet very 
useful. They needed a term to include the arytenoid cartilage with its two attendant 
smaller cartilages (of Wrisberg and of Santorini) with the cellular tissue around and the 
mucous membrane over them. In his teaching he called all this the arytenoid process, and 
the surface as viewed from above the arytenoid region, but he did not know that he had the 
support of any authority for doing so. 


Papilloma of Larynx.—D. F. A. NEILSON. 

Patient, male, aged 34. 

Operation, 1925, “ for papilloma of larynx.” His voice has been husky for many 
years, but was improved by the operation. Recently it has been worse; there is a 
chronic cough and some dyspnea with slight stridor. 

A large mass is seen on indirect laryngoscopy, most of which is situated above 
the glottis and in the mid-line. The vocal cords are only seen close to the arytenoids 
and there is marked loss of mobility. 


Multiple Papillomata of both Vocal Cords.— PHILIP Jory. 


Male, aged 22. Has been hoarse for two years; also suffers from diabetes. 


Discussion.—H. V. FORSTER said that he had rarely seen advanced cases of: laryngeal 
papillomata in adults, but quite recently he had been asked to see one of this kind in a 
seafaring man who appeared to have neglected his laryngeal ‘condition, but had been 
admitted to hospital because of hematemesis. The larynx appeared to be filled with the 
growth which proved on microscopy to be a papilloma. When such a condition was 
approached by the direct method under an anesthetic, the operation might present difficulty, 
and it would be as well to have at hand the anterior-commissure laryngoscope of Jackson 
which could be passed well into the larynx and therefore relieve dyspnaa as well as give 
easier approach to the growths. 

I’, Hout DIGGLE asked as to the value of tracheotomy in multiple papillomata; he felt 
that often it was the quickest way to get rid of multiple papillomata, as there was always the 
risk of some interference with the mobility of the cords if removal was effected by the forceps 
or caustics. He had performed tracheotomy in his fourth case, but the patient had to retain 
the tube eighteen months. The papillomata disappeared entirely. 


W. STUART-LOW said that in such cases he had applied a chloride of zine solution, in 
the form of a spray, directly into the larynx. He first used 10%, then 20%, and worked up 
to 80 or éven 40%. Cocaine should first be applied, then there was no inconvenience. It 
could be done once or twice a week. In such cases there was much congestion of the 
larynx, the pharynx and elsewhere, and this kept up the congestion of the cords. 


BEDFORD RUSSELL said that before the European War Mr. Douglas Harmer had used 
a 50-mgm. tube with a 4-mm. filter held between the cords for a couple of hours, on several 
cases. In one of the cases Sir Henry Butlin had performed local removal eighteen years 
previously, but without success. Radium caused the papillomata to disappear, and they 
remained away six years. 

A. S. H. WALFORD said he had an adult case which showed that X-rays were of no use 
in abolishing these papillomata. The man had undergone tracheotomy many years previously, 
and he (the speaker) had removed the papillomata, at intervals, five times. He had then 
sent the patient for deep X-ray treatment, but the only result was wdema of the mucous 
membrane of the Jarynx, so that breathing was now very difficult. 


HERBERT TILLEY said that in laying down any form of treatment and in appraising its 
value, it must be borne in mind that laryngeal papillomata resembled multiple warts on the 
hands or elsewhere. In each case they were locally infective, and no treatment, beyond 
palliative measures, would be successful until a natural immunity had been established. Then 
the last local application would get the credit, or, possibly the reputation of the “ wart 
charmers’’ would be enhanced. He instanced the case of a little boy who, during a period 
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of about two years, had about forty-five surgical interventions including many openings of 
the original tracheotomy wound, and wore a cannula at intervals for many weeks during his 
treatment. The papillomata appeared on the granulations around the tracheotomy opening, 
and later spread up the posterior pharyngeal wall into the nasopharynx. Then within a 
fortnight they all disappeared and did not recur. 

D. F. A. NEILSON (in reply) said that as the growth had seemed so obviously a simple 
tumour he did not remove a piece for examination, as doing so might have disturbed it. He 
thought that removal was best done by the endoscopic route. The larynx had been opened 
at least once before. He had intended to use the diathermy current with a special laryngeal 
electrode, which was designed by Mr. Bedford Russell. It was difficult to get the larynx 
quiet enough to operate. 

P. Jory (in reply) said that in his case the patient had diabetes, for which he was having 
insulin, and that discouraged prolonged efforts. Mr. Harmer had told him (the speaker) that 
radium was of no use for papillomata. Americans held the same view, but some result was 
obtained when the radium was applied unscreened. The only course seemed to be to remove 
the papillomata piecemeal. 


Post-Nasal Tumour : Case for Diagnosis.—J. C. Hoaa. 

Female, aged 54. 

Attended hospital in March, 1933, complaining of deafness of the right ear. 
History of operation on the right antrum (Caldwell-Luc approach) three years 
previously. In the post-nasal space is situated a sessile, smooth, bluish, swelling, 
attached to the right lateral pharyngeal wall and extending down to the level of the 
upper pole of the right tonsil. Anterior rhinoscopy shows no abnormality. The 
Wassermann reaction is negative. 

Discussion.— FE. BROUGHTON BARNES said that he knew of two cases very similar in 
both appearance and history. One had been under observation for some years, and a piece 
of growth had been removed for examination, but no diagnosis had resulted. The condition 
had not changed. The other case he had seen recently. There had been a sinus operation ten 
years ago. The nose was clean, but the swelling was present, and the patient complained of 
a ‘thick head.” X-rays showed definite sclerosis of the bone on the floor of the sphenoid. 
It would be noted that in both these cases, as in Mr. Hogg’s case, there had been sinus 
operation some years before. He suggested taking a skiagram in the present case. The 
hearing was being interfered with, and if left alone the patient would become deaf. He 
would try to destroy the growth by diathermy in order to clear the Eustachian cushion. 

Sir JAMES DUNDAS-GRANT thought that this patient had a serous effusion into the 
tympanum as a result of closure of the Eustachian tube by the tumour. The deafness could 
often be relieved by suction-puncture. 

J. C. Hoaa (in reply) said that probably the operation on the right antrum three years 
previously was a factor in the present condition. 


Angeioma of Larynx.—J. C. Hoaa. 

Female, aged 30. Attended hospital, August, 1933, complaining of slight 
dysphagia for he preceding twelve months. No alteration in voice. 

Nodular purple, sessile tumour arising from the region of the right ary- 
epiglottidean fold, partially obscuring the right side of the larynx. Opinion is 
invited as to the best method of treatment. 

Discussion.—Sir STCLAIR THOMSON said that anyone approaching angeioma of the 
larynx should be warned of the danger of the furious and even uncontrollable hemorrhage 
which might occur if it were tackled through the mouth, even after a preventive tracheotomy. 
In former days the galvano-cautery was tried for such cases, but the condition was seldom 
cured by it. He would suggest a lateral pharyngotomy if symptoms affecting voice or 
respiration called for interference. It was interesting to recall that spontaneous hemorrhage 
was rare in angeiomata of the larynx. 

W. G. HowARrtTH said that Sir StClair Thomson’s advice should be emphasized ; some 
form of external approach was indicated ; the best would be through the lateral wall of the 
pharynx. It would be courting disaster to attempt removal through the mouth. 
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With regard to angeiomata of the larynx in general—ten years ago a most misleading 
article had appeared stating that angeioma was a very rare growth in the larynx. It was 
really a common one, and large numbers of the small growths of the vocal cords could be 
proved microscopically to be angeiomata. 

F’. HoLT DIGGLE said that he had seen only one case of pedunculated tumour in the 
aryepiglottic fold, and radium seeds caused its disappearance in a few weeks. 


Laryngectomy for Carcinoma of Cricoid; Closure of Resultant 
Pharyngostome.—Joun F. SIMPSON. 

Henry W., aged 51, seen July 14, 1932, complaining of slight dysphagia and 
hoarseness for about S1X months. 

On examination..—The edge of an ulcer projected from the back of the cricoid. 
No glands palpable in the neck. 

Operation.—(September 21, 1932). Laryngectomy by H-shaped incision ; skin 
flaps sutured to pharyngeal mucous membrane with no attempt to close pharynx, 
as the growth had begun to encroach on both pyriform fosse, so that only a narrow 
strip of mucous membrane of the posterior pharyngeal wall was left in the mid-line. 
The small bridge of skin between the trachea and the cesophagus broke down, and 
after one unsuccessful attempt to reconstitute it some weeks later, it was allowed to 
remain un-united. 

Examination of growth showed a squamous-celled carcinoma, about the size of 
a penny, on the posterior surface of the cricoid. Nothing further was done until 
February 16, 1933, when closure of the pharyngostome was performed under a local 
anesthetic. The pharyngostome healed without further operation. 

The patient was fitted with an artificial larynx, and was discharged from 
hospital on April 18, 1933. He is still having deep X-ray therapy for the neck. 


Discussion.—Professor BURGER said that he saw the patient speak with his apparatus, 
but he did not think this the ideal method of speaking after laryngectomy. He (the 
speaker) had demonstrated before the Section a patient who accompanied him from Holland 
some years ago, and who was able to speak well. This patient had learned to speak by 
using a reservoir of air in his stomach and gullet; this, as was demonstrated by X-rays, was 
filled at inspiration and used for talking. Some patients who had an artificial larynx laid it 
aside because they were not satisfied withit. These must be taught to use inspiration and 
create a new glottis at the “ mouth of the gullet.” 

J. F. SIMPSON (in reply) said he would take the advice of Professor Burger and try to 


persuade the patient to manage without the instrument, but he was fond of it, and in his 
(the speaker’s) view, he did quite well with it. 


Late Acute Polio-encephalitis.—D. F. A. NEILSON. 

Patient, male, aged 27. On May 30, 1933, while he was on his way to work, 
his throat felt sore and the pain rapidly became severe. Within two hours 
of the onset there was vomiting, and severe occipital headache developed. The 
headache and sore throat persisted for five days, and then the vomiting recurred 
with renewed severity. At the same time the patient had dysphagia and 
regurgitation of food. One day later dysphonia and diplopia occurred; the 
diplopia lasted for five days. 

When the patient first came under observation the dysphagia and dysphonia 
were marked and there was nystagmus on looking to the right. 

On examination there was weakness of the palate on the left side and of the left 
side of the tongue, the movements of the larynx and vocal cords were normal. 

The voice and swallowing are still slightly impaired, but there is no weakness 
of any other group of muscles. 
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Specimen. Torsion of Fibroid Polypus of Pyriform Fossa.—JoHN 
F. SIMPSON. 

Pedunculated tumour, 3°2 X2°1X1:2 em., growing from a pedicle 1°2 cm. long. 
Outer surface covered with fibrin and cut surface intensely hemorrhagic. Micro- 
scopically a fibroma infarcted as a result of torsion of pedicle. 

Removed by operation on April 26, 1933, from a woman aged 35, who gave a 
history of coughing up a pinkish lump and “ thought she had swallowed her tonsil.” 

This was diagnosed as globus hystericus by her doctor. Ten months later she 
again coughed up the lump and bit it. One week after this she complained of sudden 
onset of dysphagia and increasing discomfort and pain in the throat radiating to 
the right ear. 

Operation.—Large purple mass suspended by pedicle from area of right pyriform 
fossa, and hanging into cesophageal entrance, removed by direct laryngoscopy at 
origin of pedicle, which showed two complete twists. 


Specimen: Posterior half of Tongue and entire Hyoid Bone removed 
by Median Pharyngotomy on account of Carcinomatous Ulcer.—Joun F. 
SIMPSON. 

Edward B., aged 55. Admitted to hospital from the casualty department August 10, 
1933, on account of urgent dyspnoea. Examination showed large excavating ulcer at 
base of tongue involving the epiglottis. Marked foetor and salivation present. 

Patient had complained of only slight dysphagia for four months, his main 
trouble being ‘‘a thick voice and much phlegm.”’ The dyspnoea was due to a mass 
of bleeding growth overhanging the larynx. 

Operation (August 31, 1933).—Median pharyngotomy, the divergence of the 
mid-line tongue incision taking place at the junction of anterior and posterior halves 
of the tongue. Removal of greater part of posterior half of tongue together with 
small remnant of epiglottis and entire hyoid bone. No wire was used for suturing 
the mandible. Good recovery. Patient was discharged from hospital, October 19, 
and is now undergoing a course of deep X-ray therapy for the neck. He is unable 
to swallow but manages to feed himself satisfactorily with an cesophageal tube 
There are no palpable cervical glands. 

There is a large excavating carcinomatous ulcer occupying the entire width of the 
base of tongue and this had completely destroyed the epiglottis by the time of operation. 


Discussion.—H. V. FORSTER said he would like information as to the success of driving 
in radium seeds from the outside in such a case, using, for example, a seed-gun as described 
by Souttar. He had now under his care a patient with a deep carcinomatous crater in 
the right glosso-epiglottic fossa, though the growth had been kept under control for eight 
months in rather a surprising way by the use at first of partial diathermy and since the 
operation regular treatment at intervals by deep X-ray therapy. He had been surprised at 
the mobility of the tongue ; it was only after several months that this mobility showed 
obvious impairment on protrusion. 

J. F. SIMPSON (in reply) said that he did not use seeds because the growth was enormous 
and a great number would have been required. It was a severe operation, but relief came 
quickly and the man was much more happy. There were no enlarged glands in the neck. 


Carcinoma of Epiglottis.—Myues L. Formpy. 

Male, aged 57, complaining of slight difficulty in swallowing for past two months. 
Recently complained of pain in left ear. Teeth are in process of extraction. General 
health good—no cough. Wassermann reaction negative. Skiagram of chest showed 
no evidence of tuberculosis. 

Projecting from the posterior surface of the epiglottis, near the base on the left 
side, is a rounded tumour, the size of a walnut, the upper surface of which is smooth 
and reddish, but no ulceration is visible. The tumour completely occludes a view of 
the larynx, except for the right arytenoid, which appears to be normal. 
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Generalized Chronic Bronchiolectasis with Left Basal Bronchiectasis. 
PHILIP ELLMAN, M.D. 

R. F., female, aged 33. Has complained of chest trouble since she was four years 
old, when she had measles, whooping-cough and “ bronchitis.””’ She bas had a cough, 
particularly during the winter months, with varying quantities of a mucopurulent 
(often offensive) expectoration, on and off ever since. Two years ago she had a 
severe attack of influenza and since then her symptoms have become progressively 
worse. She has lost some weight (now 6.2.11; was 7.0.0). She now complains of a 
paroxysmal cough with expectoration of offensive purulent sputum (3v-3vi daily), 
pain in the left chest, shortness of breath and fatigue. 

On examination.—The patient is pale, thin and undernourished. There is slight 
finger-clubbing. The pupils are equal and react to light and accommodation. 








Fic. 1.—Skiagram of chest showing coarse mottling of all zones of the right lung, honeycombed 
appearance in the upper and middle zones of the left lung, basal fibrosis of the small cavity. 


Heart.—The apex-beat is in the fifth space within the nipple line. The rhythm 
is regular and the heart sounds are normal. 

Lungs.—The chest expansion is poor generally, but the right side moves more 
than the left, both on inspection and palpation. There is an impaired percussion 
note generally, but the left base is relatively dull. The air entry to both lungs is 
diminished, especially at the left base where the sounds are cavernous in type. 
There are scattered rales throughout both lungs. Coarse crepitations and whispering 
pectoriloguy can be heard at the left base. At the moment she is afebrile; the 
average pulse-rate is 96; respirations 24. She has mild pyrexial periods. 

Jan.—Cuin. | 
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Sputum examinations (Dr. Haler).—The specimens are almost pure pus and 
repeated examinations fail to show the presence of tubercle bacilli. An almost pure 
infection with pneumococci is seen. Wassermann reaction negative. 

X-ray examination of the chest (Dr. Stanley Melville)—Right lung: Coarse 
mottling of all zones. Left lung: Honeycomb appearance in the upper and middle 
zones. There is basal fibrosis with a small cavity (figs. 1 and 2). On careful 
inspection of the films (simple and lipiodol skiagrams) it will be noted that each of 
the smaller bronchi and even the bronchioles is well defined, circular in shape and 
for the most part filled with secretion giving almost the appearance of a blood-vessel 
in cross section. The marked honeycombing of the lungs is characteristic, especially 
in association with the dilatation of the basal bronchi, well shown in the lipiodol 
skiagram. 














Fia, 2.—Samo case after liniodol, taken in the erect position, Left basal 
bronchiectasis is well marked. 


The only condition with which the X-ray appearances could possibly be confused 
is that of congenital cystic disease of the lung—a very rare condition. 

The appearances might possibly be mistaken for the infiltration of the Jung 
parenchyma in pulmonary tuberculosis. The mottling in this case is much coarser 
than that of miliary tuberculosis to which it may be said to have a faint resem- 
blance but in which, however, dilatation of the basal bronchi never occurs. 

Bronchoscopy (Mr. F. C. Ormerod).—The branches of the left main descending 
bronchus were somewhat wide and contained pus. About one ounce was aspirated 
through the bronchoscope. This pus was thin and very offensive. The lining 
mucosa was hyperemic but there were no granulations. Mr. Ormerod is carrying 
out bronchoscopic aspirations at periodic intervals. 
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The diagnosis then, based on clinical, radiological, lipiodol, and bronchoscopic 
investigations, is one of generalized chronic bronchiolectasis with bronchiectasis at 
the left base. 

(I am indebted to Dr. Stanley Melville and Mr. Ormerod for their help in 
connection with this case.) 


Discussion.—Dr. WALTER CARR said that, if the history was correct, the changes in the 
lungs were probably due to a severe attack of measles, er whooping-cough, or both, in a 
possibly rachitic or delicate child, giving rise to a bronchopneumonia, which, as not 
uncommonly happened in such cases, became chronic and, by setting up fibrotic changes, 
led to the well-marked bronchiectasis at the left base and to much slighter changes at the 
right base. There might also be a little generalized fibrosis in the rest of the lungs, leading 
to some degree of bronchiolectasis. 

Dr. H. V. MORLOCK said that he considered the bronchiectasis at the left lower lobe to 
be of congenital origin, because the definite cystic appearance of the lesion as shown in the 
straight skiagram as well as in the lipiodol film was the type of lesion seen in congenital 
cases, and not seen in bronchiectasis following a definitely known inflammatory lesion. 

By inducing an artificial pneumothorax and then inserting a thoracoscope, it would be 
possible to gain more evidence in favour of the contention that the lesion was congenital. 

It was just as logical to argue that the attack of measles had been the beginning of the 
infection in a dry congenital bronchiectasis, as it was to maintain that it was the cause of 
the bronchiectasis. With regard to generalized bronchiolectasis Dr. Ellman had produced 
no evidence at all to support this diagnosis except a skiagram which could equally well be 
interpreted as showing a simple fibrosis. j 

Dr. PHILIP ELLMAN said that bronchiolectasis had been described in 1891 by 
W. J. Carr' and his paper was worthy of careful perusal. He certainly could not agree that 
such a radiographic picture, the interpretation of which was detailed above—and was the 
considered opinion of no less an authority then Dr. Stanley Melville—could be obtained in 
simple fibrosis. The condition was, however, compatible with bronchiolectasis associated 
with fibrosis, as Dr. Carr had pointed out. He hoped at some future meeting to show the 
lungs, following autopsy, which would of course give even more convincing proof of this rare 
condition, about which one could not be absolutely dogmatic. 

Dr. Stanley Melville considered that many of the dilated bronchioles were filled with 
secretion, giving the appearances of arteries cut’ across, in fact a miliary appearance not 
unlike that of miliary tuberculosis—which, however, can definitely be dismissed in this case. 
On the whole, he agreed with Dr. Morlock that, despite the onset of trouble occurring after 
whooping-cough at the age of 4, the bronchiectasis was most likely congenital in origin. 


Rheumatic Fever following Erysipelas.— BERNARD SCHLESINGER, M.D. 

J. A., a girl aged 8. 

Histoxy.—1928, June. First attack of chorea. Previously well. The chorea 
cleared up without involvement of heart. 

1929, December. LErysipelas of face, followed seventeen days later by severe 
attack of rheumatic fever with arthritis. 

1933, April. Aged 13. Epistaxis and tonsillitis; heart disease first discovered. 

November. Signs of early aortic regurgitation. Temperature, pulse-rate and 
sedimentation rate normal; gaining weight. Rheumatic process probably quiescent. 


Carcinoma of Bronchus, as seen in serial Skiagrams.—C. E. NewMAN, M.D, 

D.Q., male, aged 58. 

History of pain under the right clavicle and hemoptysis since January 1933. 

February.—Diminished movement, resonance and vocal fremitus, with distant 
bronchial breathing at right apex. X-ray appearance of post-previous fibrosis. 

April.—Skiagram similar, but with more pulling over of the mediastinum. 

May.—Bronchoscopy by Mr. Negus: White nodules of growth in right bronchus. 
Apex re-expanded after bronchoscopy and became clinically normal. 

June.—Bronchoscopy : Similar appearance. ° 

1 W. J. Carr, Practitioner, 1891, xlvi, 87. 
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September.—Skiagram shows extension of growth. Clinically, return of signs as in 
February. 

October 3.—Suffering from severe pain, dyspnoea and cyanism. Whole of right 
chest immobile, stony, and dull; complete absence of sounds. Heart and trachea to 
right. Skiagram shows complete collapse. 

October 9.—Insertion of radon seed. (Microscopical section of growth shows 
epithelioma.) 

October 12.—Skiagram shows re-expansion in axilla. 
October 16.—Radon removed. 
October 23.—Whole lung re-expanded (shown by X-rays and clinically). 


Discussion.—Dr. H. V. MORLOCK said that in his experience in treating intrabronchial 
new growth with intrabronchial applications of radon it was not uncommon for the 
atelectatic lung to re-expand after the intrabronchial growth had diminished, but that in 
spite of this the course of the disease was practically unaltered. 

Dr. PHILIP ELLMAN said that he had had a similar case of carcinoma of the bronchus 
with atelectasis treated with deep X-ray therapy, following which the atelectasis had cleared, 
leaving a small opacity in the lower lobe. This, however, as Dr. Morlock pointed out, did 
not necessarily mean that the condition had in any way improved, and the atelectasis was 
likely to recur. 


Abdominal Carcinomatosis associated with Vasomotor Disturbances.— 
MAURICE Cassipy, C.B., M.D. 

¥. K., aged 48, bus conductor. Admitted to St. Thomas’s Hospital on 29.9.33, 
complaining of (1) abdominal discomfort after meals, (2) morning nausea and 
(3) flushings of the skin, all for eighteen months. 

Past history.—Served in the Army, 1916 to 1919, but did not go abroad. Was 
classed B2, and later Bl. No history of specific infection. 

History of present illness—Has always had a high colour, but nearly two years 
ago he first began to experience attacks of intense flushing, involving the face, trunk 
and legs. They are not associated with sweating, feeling hot, or with irritation of 
the skin, but are often accompanied by palpitations. During the attacks his skin 
is either a vivid scarlet all over, or mottled with white areas in between the red 
patches. The attacks bear a definite relationship to meals, often beginning before 
he has finished eating, and lasting half to three-quarters of an hour. Sometimes 
defwcation induces an attack. Attacks have been getting more frequent, lasting 
longer, with the colour more intense, up to the time of admission. 

For the first three months he has noticed a feeling of fullness after meals; his 
stomach feels “* blown out like « football,’ and he gets a feeling of tightness in the 
epigastrium. This lasts about half an hour, and is relieved by belching or passing 
wind. He is always conscious of some abdominal discomfort, but it is aggravated 
by meals. His appetite is good and he eats well, but he feels sick in the mornings 
and does not fancy his breakfast. He has not vomited, but gets a good deal of 
flatulence, which tends to escape downwards. He has noticed increasing swelling 
of his abdomen for the past six months, and for nine months his ankles have become 
swollen during the day, although this has been less noticeable recently. The bowels 
are opened regularly. He has lost weight, but does not know how much. 

State on admission.—Temperature 98. Pulse 80. Respiration 20. 

29.9.33: Patient bas a very flushed face, with multiple dilated venules and 
telangiectases. Arms rather red below elbows, marked redness on palms of hands. 
Thin and wasted, but abdomen swollen. Slight cedema of ankles. 

Digestive system.—Mouth : tongue furred. Teeth false. Abdomen: shows gross 
uniform distension, while palpation and percussion confirm the presence of a 
considerable quantity of ascitesg¢ By dipping it is possible to feel a large irregular 
mass with hard knobbly surface, extending down from under the right costal margin, 
almost to the level of the umbilicus. 
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Per rectum : Nothing abnormal found. 

Test meal: No free HCl. Lactic acid ++. Mucus +. Bile +. Occult blood +. 

Stools : No occult blood present (three examinations). 

Barium meal: “ Appearance typical of antral neoplasm.” 

Barium enema: Normal. 

Cardiovascular system.—Blood-pressure : Daily record shows this to vary between 
112/70 and 160/98. Two readings were taken during attacks of redness and they 
were both low : (a) 112/70, (6) 125/82. Noabnormal physical signs in heart or arteries. 

The flush.—Since admission this has, with a few exceptions, only occurred after 
breakfast (at 8.30 a.m.) and sometimes after a hot bath. As stated in the history, it 
sometimes is a diffuse scarlet, covering the entire abdominal surface and to a lesser 
extent the chest, arms, face and legs. At other times it consists of scattered areas 
of redness, varying in size and shape, involving the same areas. It is not raised, 
and fades on pressure. The eruption lasts from a few moments to half an hour. 
No definite foods have been found to cause it. 

Reaction to histamine.—(Solution of histamine acid phosphate containing 
0:0015 gr. per c.c.) (1) One intracutaneous injection of 2 minims resulted in a local 
erythema of 14 in. diameter, fading on pressure and lasting a quarter of an hour. 
(2) Subcutaneous injection of 4 ¢.c. resulted in a slight red flush locally and was 
maximal in ten to fifteen minutes, when it was less than 2 in. in diameter. There 
was no sign of whealing ; no headache or general reaction. After twenty minutes 
this flush had disappeared. The normal control experienced a pronounced general 
reaction, with headache, sweating and palpitation, while the local reaction was 
rather more severe. (3) Three successive intramuscular injections at three-quarter- 
hour intervals of 4+ c.c. The first had no effect, while the second was soon followed 
by a definite eruption on the chest, which although typical lasted only a few 
minutes. <A third injection had no effect. 

Blood-count.—R.B.C. 5,640,000 ; Hb. 95%; C.I. 0°84; W.B.C. 10,000. 
Differential : Polys. 78% ; eosinos. 1% ; lymphos. 19%; large hyals. 2%. 

Other investigations.—Blood Wassermann reaction, negative. Serum calcium, 
10:6 mgm. per 100 c.c. Icteric index, 5. Blood-urea, 44 mgm. per cent. Urine, 


nothing abnormal found. No physical signs of dyspepsia. 
Progress.—The ascites has increased, but otherwise his condition has remained 
stationary. Attacks of flushing have become less frequent, and now occur only 


at about 8.30 a.m. 

The patient resembles in many respects a case shown by me on October 10, 1930, 
in which "the presenting symptom was attacks of recurrent flushing of face and 
trunk. At the autopsy a carcinoma of the liver was found. 

POSTSCRIPT.—The patient died on December 10, 1933. Post-mortem findings.— 
Carcinoma of the stomach with multiple metastases in the liver. The supra-renal 
glands were normal. M.A.C. } 


Mycotic Aneurysm.—A. B. Strokes, M.B., B.Ch. (for Dr. DouGLAS FirtH). 

Gertrude H., aged 40. 

History.— Rheumatic fever as a child. 

February 1927.—Painful second right metacarpo-phalangeal joint. ? rheumatic. 

June 1932.-—Acute rheumatic feyer. Pain in right wrist and left foot. Joints 
hot, swollen, painful. Temperature 101° F. Pulse 120. Blood-pressure 145/100. 
Extrasystoles in the heart. Harsh mitral systolic murmur. 

October 1932 to August 1933.—Tachycardia—pulse varying from 120 to 140. 
Electrocardiogram (January 9, 1933), nervous tachycardia. 

October 1933.—Swelling in right forearm since September 27, at first tender and 
inflamed, situated on the flexor aspect just. below the cubital fossa. Is firm, round, 
expansile ; feels softer when the muscles contract. Pulsation is obliterated by 
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pressure over the brachial artery. Radial pulses synchronous and equal in volume. 
Systolic murmur over the swelling. 

Heart.—Slightly enlarged ; apex 44 in. in the fifth left space. Blowing systolic 
murmur ; faint mid-diastolic murmur. Spleen not palpable. No red cells in urine. 
Wassermann reaction negative. 

Dr. F. PARKES WEBER agreed that the pulsating swelling in the right forearm was a 
“mycotic ” aneurysm, resulting from bacterial metastatic infection of the arterial wall. 
This diagnosis practically presupposed that the patient had had true malignant endocarditis. 
The case might possibly later on be acknowledged as one in which the active infective 
lesions in the heart and in the aneurysmal artery had become sterile, with cure of the 
infective part of the disease, though not of the deformity in the heart and affected artery 
resulting from the inflammatory process. 

Aneurysmal Dilatation of the left Common Carotid Artery, of Athero- 
matous Origin.—A. B. SrokEs, M.B., B.Ch. (for Dr. DoUGLAS FIRTH). 

E. §., aged 60. 

History.—Complains of shakiness of the left arm since Christmas 1932. 

On August 2, 1933, the right hand felt weak and the right foot became weak soon 
after. 

Examination.—August 2, 1933. Blood-pressure 220/110. Pulse 80. Enlarge- 
ment of the left ventricle; no murmurs. Right hemiparesis. Right plantar reflex, 
extensor. Swelling over left common carotid ; firm, round, slightly fixed. Expansile 
pulsation ; diastolic shock ; systolic murmur over it. Wassermann reaction negative. 


Pott’s Disease of Lumbar Spine, of unusual type, with Psoas and 
Gluteal Abscesses.—H. L. C. Woop, F.R.C.S. 

L. T., aged 24, a builder’s labourer, first noticed lumbar pain one year ago 
following a chill. He continued at work. Six months later a swelling appeared in 
the left gluteal region. When seen at King’s College Hospital in October 1933, he had 
a fluctuant swelling the size of an orange in the left buttock. There is a large fluctuant 
swelling in the left iliac fossa (i.e., psoas abscess). Marked rigidity of spine in lumbar 
region with no bony deformity, but great muscle spasm. Hips normal. 

Radiological report.—lLoss of joint space between fourth and fifth lumbar 
vertebree. Marked sclerosis of bone with excavation in centre of body, but no kyphosis. 

Chest.—T.B. infiltration at left apex. 

Aspiration of abscesses produced sterile pus. 

There is a mobile, hard mass in the right side of the neck, ? calcified glands 


Resolution of a Traumatic Opacity in the Lung.—CHARLES NEWMAN, M.D. 

G. A. F., male, aged 22, was involved in a motor-cycle accident on August 31, 
1933, in which he received bruises and superficial grazes to his left forearm and right 
shoulder regions, but no injury to his chest so far as he knew. There was a cut in 
the inside of the upper lip. He was taken to the Casualty Department of King’s 
College Hospital next day because he coughed up some blood-stained sputum and the 
chest was examined by X-rays, in view of the possibility of a fractured rib. There 
was an opacity in the upper and middle zones on the left side. He was admitted to 
hospital, 7.9.33, still bringing up blood-stained sputum. 

He complained of slight pain in the left upper chest and a dragging sensation 
on coughing but there was no previous history of loss of weight, cough or sweats, etc. 

In hospital he ran a niggling pyrexia to 99°8. There was impaired note and air- 
entry at the left upper lobe with some fine crepitations on coughing. The sputum 
was negative for T.B. on three occasions. _ 

About 15.9.33 he was seen by Dr. Livingstone who thought that an exudative 
type of tuberculosis was the likely diagnosis and advised an artificial pneumothorax 
if the radiological appearance had not changed at the end of three weeks from the 
last examination. 

A skiagram taken on 22.9.33 showed considerable improvement with regard to 
the opacity. 
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The temperature and pulse-rate settled after two weeks and the patient was 
discharged after three weeks, having gained 5 lb. in weight. 

Dr. H. V. MORLOCK said that the skiagram showed a bronchopneumonie distribution of 
the lesion, and on going into the history carefully he had ascertained that the bleeding had 
been present from the time of the accident until the patient fell asleep that night with the 
aid of a sleeping draught, also that the bleeding was still present when he awoke next 
morning ; further the patient admitted that he usually slept on his left side. He (Dr. 
Morlock) was therefore of the opinion that the lesion shown in the skiagram was due to a 
bronchopneumonic distribution of aspirated blood. Such lesions, not uncommonly seen in 
a tuberculous patient following a hemoptysis, would be seen to disappear in serial skiagrams 
in a few days. 

Dr. J. L. LIVINGSTONE said he strongly doubted that the hemorrhage was in the 
bronchial tree. If that had been the case the opacity would have been more in the lower 
lobe, whereas in fact if was confined to the upper lobe. He thought an interstitial 
hemorrhage and bruising of the lung tissues was a more likely explanation. 


Paroxysmal Tachycardia associated with an Organic Cardiac Lesion. 
—G. M. WAUCHOPE, M.D. 

Miss C., aged 32. Not known to have had any rheumatic manifestation or scarlet 
faver. At the age of 7 had measles followed by pneumonia; heart was then said to be 
affected and games were forbidden after recovery. No details of infancy available. 

November 1930, then aged 29, first seen on account of amenorrhcea of three months’ 
duration. No gynecological cause found ; regular periodicity established eventually. 

On examination.—A small woman ; slight cyanosis of lips. 

Heart enlarged ; apex-beat heaving (apex ? in. external to the midclavicular line). 
Loud to-and-fro murmur heard at apex and, at about same intensity, all over pracor- 
dium ; conducted to left axilla and to both subclavicular areas and heard all ovér the 
lung area at the back and also in the right axilla; rate regular, 72; blood-pressure 
130/80. 

Liver not palpable ; no albuminuria or oedema, 

January 1931.—Onset of “ palpitation ’’ which came on in the evening each day 
and on one occasion lasted all night. The-cardiac area and murmurs were not 
altered but there were frequent extrasystoles ; rate, 96 ; blood-pressure 110/70. Liver 
four finger-breadths below the costal margin; crepitations heard at both bases. 
With rest the liver enlargement disappeared but the patient has since been subject 
to attacks of “ palpitation,’’ sometimes daily, sometimes at intervals of days or, 
rarely, weeks. The tachycardia is generally brought on by slight exertion, such as 
going upstairs; sometimes it is brought on by flatulence. Usually it lasts for two 
or three minutes but there have been longer attacks lasting several hours. 

On four occasions attacks have been observed :— 

(1) March 8, 1931.—Rate 154; dropped after about five minutes, to 76, with 
extrasystoles ; thé murmur was audible during the tachycardia. 

(2) November 30, 1932.—Rate 200; dropped suddenly to 100 during pressure 
on vagus, but five minutes later was “ bumpy”; rate 120 with extrasystoles. 

(3) January 13, 1933.—During an attack of influenza, rate was 200, and after 
pressure on vagus, 100. 

(4) January 14.—An attack lasted for six hours and ceased after eructation of wind. 

Present condition.— Slight cyanosis. Heart apex 5} in. from mid-line. Rate between 
paroxysms, 54-64, regular. Blood-pressure, 112/70 to 120/80. Loud systolic murmur 
heard over preecordium and back. Liver not palpable. No cedema or albuminuria. 

In December 1932, Dr. Donald Hall made electrocardiographic examinations 
between and during attacks. The first print shows right ventricular preponderance, 
variation in rate, and pauses due to sino-auricular block. The second shows 
paroxysmal tachycardia of auricular-ventricular nodal origin. 

The patient is living a life of restricted activity but still has frequent short 
attacks of tachycardia. Treatment has consisted of rest with, at different times, 
digitalis, cardiazol, and bromides. 
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Opinions are asked: (a) on the nature of the cardiac lesion, believed to be 
congenital ; (b) treatment of the tachycardia; (c) prognosis. 


Recurrent Sarcoma of Thigh.—Haroip Epwarps, M.S. 

The patient is a nurse aged 43. For three months before she was first seen she 
had complained of pain radiating down the back of the right leg, and she developed a 
slight limp. Three weeks before admission a lump was first noticed. 

On examination.—-A swelling, 4 in. in its long axis, was found commencing 
immediately below the gluteal fold at the back of the right thigh. It was deep to 
the fascia, with an ill-defined edge, and fixed. It was slightly tender. There was 
no muscular weakness in the leg, and the ankle-jerk was present. A diagnosis of 
sarcoma was made. 

March 1933.—Tumour removed. It was partly encapsuled, but fixed in front to 
the sheath of the sciatic nerve, from which it was dissected with difficulty. Recovery 
was uneventful,land a course of X-ray therapy was given. Microscopic section showed 
a spindle-celled sarcoma in which the vessels were, for the most part, well formed. 

The patient was free from symptoms for some months after operation, but the 
pain and limp have recently recurred. When seen again in October, a large recurrence 
was found underneath the operation scar. There is no evidence of metastases, and 
no loss of weight. 


Lymphadenoma associated with (a) Hypertrophic Pulmonary Osteo- 
arthropathy and ()) Herpes Zoster.—W. Ii. Luoyp, M.D. 

H.T., male, aged 33, formerly a bus conductor. 

History.— Swelling in the right supraclavicular region first noticed early in 
1626. Early in 1927 patient coughed up some blood, and was treated as a case of 
pulmonary tuberculosis for three months. He was in Westminster Hospital in 
December 1927, under the care of Mr. Arthur Evans, who removed a mass of glands 
from the right supraclavicular fossa. Section showed changes typical of lymph- 
adenoma. No enlarged glands were palpable elsewhere, but a skiagram of the chest 
showed enlargement of the right paratracheal glands. There was no evidence of 
pulmonary tuberculosis. Since that time Dr. Allchin has successfully treated by 
X-ray applications, enlarged glands in the neck, axill#, groins and mediastinum. 
Repeated hwmoptyses have occurred since the middle of 1931, but sputum examina- 
tion has always proved negative for tubercle bacilli. 

Patient’s general condition has remained satisfactory until early this year 
(i.e., seven years after onset), but by that time clubbing of the fingers and toes was 
marked, and later, enlargement of the lower ends of the radius and ulna was noticed. 

X-ray examination of the chest now shows marked opacity in the upper lobe of 
the right lung, and lipiodol failed to enter the upper-lobe bronchus. Skiagrams 
of the radius and ulna show the characteristic periosteal thickening of pulmonary 
osteo-arthropathy. 

On October 10, 1933, a left-sided herpes zoster developed. At that time the patient 
was taking liquor arsenicalis x, t.d.s., having previously been taking a smaller dose. 

Dr. PARKES WEBER agreed that this was one of the very rare cases in which hyper- 
trophic osteo-arthropathy (Pierre Marie) was secondary to Hodgkin’s disease (lympho- 
granulomatosis maligna) involving the mediastinal lymphatic glands. In the case which he 
(Dr. Parkes Weber) had brought before the Section in 1908 (Proc. Roy. Soc. Med., Clinical 
Section, 1908-1909, ii, pp. 66-86) the mediastinal mass was larger and the secondary osteo- 
arthropathy was more severe than in the present case. 

In the present case the radiographic shadow over the upper lobe of the right lung was 
due to collapse from bronchial occlusion and did not represent the resuli of X-ray necrosis 
and fibrosis. 

He thought that herpes zoster, when occurring in patients with Hodgkin’s disease, was 
nearly always connected with the therapeutic administration of arsenic—it had been so in 
cases that he himself had met with—but it had been maintained by some that herpes zoster 
was occasionally met with in Hodgkin’s disease when no arsenic had been given. 
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DISCUSSION ON THE PROGNOSIS OF 
PEPTIC ULCERS 


Dr. Charles Bolton: The prognosis of peptic ulcer ultimately depends on 
whether the ulcer can or cannot heal permanently—and many believe the former result 
tobe uncommon. The healing process varies according to the age of the malady, for an 
ulcer has a definite life history, determined by the peculiar influences to which it is 
exposed. It begins as an acute lesion, which has a strong tendency to heal, but is 
not infrequently prevented from doing so by those influences. The longer it has 
remained open, the more difficult is the healing process and the less sound the scar. 
Some are therefore liable to break down again; others obstinately refuse to heal at 
all. Its course may be interrupted by certain accidents which are entirely 
unforeseen, and disabling and fatal sequelw may finally result. The best prospect is 
realized by a judicious combination of medical and surgical treatment, and in opening 
this discussion I propose to review the facts known to us concerning the healing 
process, with the object of defining as clearly as possible the limitations of medical 
treatment. I shall deal with the subject under two heads: (1) The probability of a 
particular ulcer healing ; (2) the liability to recurrence. 

(1) The healing of peptic ulcer.—An acute peptic ulcer has precisely the same 
tendency to heal as an ulcer in any other part of the body, and in most cases this 
event occurs, but it is not possible to give an actual percentage. However, the follow- 
ing facts may be recorded. 

(1) An acute toxic ulcer produced in an animal invariably heals soundly in three 
or four weeks, if the functions of the stomach are conducted normally and the health 
of the animal is normal. This healing iscommon to all groups of animals which have 
hitherto been used for investigation [1]. The inference may be drawn that similar 
ulcers in,man likewise invariably heal. 

(2) The cause of death from acute ulcer is almost always hemorrhage, which 
may not prove fatal for several days. In such cases the ulcer is usually found to be 
healing rapidly and sometimes the process is completed almost up to the mouth of 
the bleeding artery. 

(3) When acute ulcers are multiple, the multiplicity is largely due to the number 
of scars present and in 70% of my cases there is a single ulcer and multiple scars. 
This remark does not apply to acute infections and intoxications, although when 
survival occurs for a few weeks, acute ulcers in various stages of healing are often 
found in these conditions. 

The prognosis of acute ulcer as regards healing is therefore good; if it could 
always be recognized with certainty and treated, healing would be practically 
invariable ; so that subacute and chronic ulcer, which are its sequelw, would be rare. 
At this stage peptic ulcer is essentially a medical disease, because the functional 
disorders of the stomach which are responsible for converting it into a chronic lesion 
are easily curable by medical means. These functional disorders lead to delayed 
emptying of the stomach and a hyperacid condition of the gastric contents due to 
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hypersecretion or deficient duodenal regurgitation, which lead to delay or arrest of 
the healing process for the following reasons :— 

(a) The means universally employed by physicians which are found to lead to 
the healing of peptic ulcer consist of complete bodily rest, the administration of 
foods which are easily disintegrated, leave the stomach in the minimum of time, 
and excite the flow of gastric juice as little as possible, and neutralization of the 
excess of free hydrochloric acid by an alkali. 

(b) Crohn [2] has shown by X-ray and test-meal examinations of ulcer patients 
during treatment, that in his cases the emptying time of the stomach was shortened 
in almost every one, and hyperacidity and hypersecretion when present were lessened 
in about half. A final fall in the curve due to duodenal regurgitation is, however, 
more important than an initially high curve and this point was not noted. 

(c) The symptoms disappear during the first few days of treatment long before 
the ulcer has healed, showing that they are due to functional irritability of the 
stomach. 

(d) It has been demonstrated experimentally that delayed emptying of the 
stomach and hyperacidity of the gastric contents arrest the healing of acute toxic 
ulcer [3]. The delay in healing is due to necrosis of the granulation tissue of the 
base due to prolonged action of the gastric juice, and excessive fibrous thickening, 
so that the epithelium is unable to grow in from the edges of the ulcer and when it 
eventually does so the newly formed mucous membrane is deformed. It may consist 
of a single layer of cubical or columnar cells often covering papilliform growths of 
fibrous tissue, or short and irregular duct-like glands may appear, not uncommonly 
showing cystic formation. This result is similar to that found in old healed ulcers 
in man. 

Part played by infections and intoxications.—There is no evidence to prove that 
bodily infections play a great part in producing these chronic changes, their chief 
role being in the initial formation of the ulcer and in the spread of acute and chronic 
lesions. 

The prognosis at this stage in the history of peptic ulcer varies chiefly with the 
chronicity of the lesion. 

The healing of subacute and chronic ulcer—The majority of such ulcers heal 
slowly under suitable conditions, but a certain number of the chronic variety per- 
sistently refuse to heal at all. For years this fact has been known because the 
number of scars found at autopsies is considerable. The latest statistics of Stewart 
[4] show that scars of chronic ulcers, both gastric and duodenal, occur with about 
the same frequency as open ulcers. It is certainly probable that many of these 
post-mortem ulcers were never given the opportunity of healing by treatment. 

Again, instances are common enough of operation undertaken for a supposed 
chronic ulcer, in which a scar was found in its place, particularly when the operation 
was delayed for some reason or other, the case meanwhile being treated medically. 
It is perhaps true that most excised ulcers show signs of healing. 

It is a comparatively easy matter to follow the course of the healing process in 
a gastric ulcer by the X-rays, but not so easy in the case of the duodenal variety. 
In most instances the ulcer niche disappears, as the result of medical treatment in _ 
from one to several months. Several series of cases have been published demon- 
strating by this means the healing of ulcer; the percentage of successes published 
varies from 60 to about 90. My own results show 70% of complete disappearance 
and 83% including those disappearing. We are dealing with ulcers of all ages and 
conditions ; and most of those showing a disappearing niche, who leave hospital for 
various reasons, show gradual healing after many months if they can be followed 
up—a task not always possible. Instances are recorded of old ulcers healing after 
two or three years of treatment. Disappearance of the niche means that it has 
filled up with fibrous tissue, and if recurrence of symptoms does not occur for about 
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six months it may be taken as fairly certain that complete healing has occurred. 
On the other hand when relapse of symptoms occurs at an earlier date, the ulcer 
may not be completely healed. 

(II) Reewrrence.--The healing of an ulcer is unfortunately not the closing phase 
inthe history of many of them, for the risk of recurrence is a real thing and detracts 
from the favourable prognosis just given. The older the ulcer when it comes under 
observation, the greater the risk of recurrence. This is to a considerable extent the 
fault of both the doctor and the patient. Ulcer patients who have been system- 
atically treated are in the minority, even when they have been ill for a long time. 
They have had numerous bottles or powders of alkaline medicine and perhaps a week 
or so in bed when the pain was unusually severe, but no systematic treatment by 
a recognized method in the majority of cases. It is, however, no easy matter to 
persuade a patient to undergo such a treatment unless the pain is so severe or 
prolonged as to interfere with his work or pleasure, or unless he is bleeding. 
Furthermore, if the patient has been efficiently treated and restored to health and 
his habits and diet have been regulated, we are entirely at his mercy as to whether 
he carries out our advice or not. Only a certain number of patients will do this 
and it is not uncommon to witness a sudden hemorrhage or other symptom of 
relapse following dietetic indiscretions. The patient may, of course, be unfortunate 
in acquiring an infection or other breakdown in his health. 

The following conditions are to blame for these recurrences :— 

(1) The ulcer has been present in an open condition probably from the beginning 
or at all events for some years. This is shown by the condition of some ulcers at 
autopsy. The edges may be kept widely apart by the interposition of some outside 
structure, or the base takes the form of a deep irregular cavity which it is impossible 
to fill up. The same course of events can be demonstrated by the X-rays when 
opportunity offers to observe the ulcer at intervals. Some appear stationary, others 
may be seen to diminish in size and enlarge again, but never disappear. 

(2) A second ulcer may arise in another locality. Such an event may now and 
then be clearly observed. Stewart found that it had occurred in 11°5% of his series 
of autopsies. 

(3) The scar may break down. The question has been raised as to whether 
disappearance of the ulcer-niche really should be interpreted as healing of the lesion. 
It is quite certain that the cavity fills up with fibrous tissue, but the possibility 
remains that the exposed surface may not be covered with epithelium. As I have 
observed, if there is early recurrence it is likely that complete healing has not taken 
place, but if six months have passed since the ulcer disappeared it is fairly safe to 
assume that complete healing has occurred, and the first six months are relatively 
free from relapses. 

We have seen that an ulcer is prevented from healing by the condition of its base, 
the granulation tissue of which becomes necrotic and the underlying fibrous tissue 
dense and unsuitable for the overgrowth of epithelium. When healing commences, 
the superficial necrotic process lessens, gradually the base fills up and when the 
granulation tissue reaches the level of the surrounding mucous membrane the 
epithelium at once grows over. The most difficalt part of ths healing process is 
thus the cleaning up of the base and provision of healthy stroma for the epithelium 
to proliferate in. If once this is accomplished there is little fear of the epithelium 
not covering it. It is therefore likely that most cases of disappearance of the niche 
mean that the ulcer has healed. The absence of occult blood is no guarantee that 
complete healing has occurred. 

In most of the recurrences which have been observed by X-rays, the niche 
appears again at the same spot as before, which is in keeping with re-ulceration of 
the scar. 

It is difficult to prove that a healed ulcer is a weak spot in the wall of the 
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stomach, but it is undoubtedly true that the longer the ulcer has been in an open 
condition the more likely is a recurrence, and the older the ulcer the more deformed 
is the regenerated mucous membrane, and the more fibrous and less vascular is the 
tissue on which it is implanted. The mucous membrane of a recent ulcer is well 
formed and there is no great excess of underlying fibrous tissue so that there is no 
reason to suppose that this regenerated mucous membrane is less resistant than the 
normal. Such scars do not break down, and the multiplicity of scars of acute ulcers 
prove the fact. Neither is recurrence in the case of healed chronic ulcers of recent 
formation at all common. On the other hand it is in the case of the older ulcers 
that recurrence occurs, the ulcers in which the regenerated mucous membrane is thin 
and deformed as I have described, and implanted on dense fibrous tissue with an 
imperfect blood supply. It is more than likely that the vitality of epithelium so 
circumstanced is lower than that of the normal mucous membrane, and that according 
to the imperfection of its structure it is less resistant. 

Our knowledge of the subject is not yet sufficiently complete to admit of a 
precise statement as to the frequency of each of these three conditions, a permanency 
of an ulcer, the formation of a new ulcer, and the re-ulceration of a scar, in the 
causation of recurrences. 

I have followed up twelve cases by X-ray examination over a period of from two 
to five years. Seven cases remained healed, and in five the ulcer was still present 
but almost gone in three of them. It will be a long time before sufficient cases of 
this kind to satisfy the requirements of a statistical inquiry have been published. 
In any case, although the outlook is worse than we could wish in these late cases 
and surgery materially improves it, medical treatment has not reached its limit. 

The prognosis would be a great deal better if we commenced the treatment of our 
cases earlier, and if painful dyspepsia were regarded more seriously. There would, 
however, still remain the difficulty of persuading all our patients to conform as regards 
habits and diet to the dictates of common sense. 

I shall leave the consideration of clinical statistics to subsequent speakers and 
will simply quote Nielsen [5] whose statistics show the importance of chronicity. 
According to him 88% of relapses occur within the first two and a half years, after 
which up to eighteen years there is but a small liability to recurrence. Taking the 
time limit of two and a half years, the percentage of cures depends upon the chronicity 
of the ulcer. If the symptoms have been present for not more than one year, 
freedom from relapse may be guaranteed in at least 54 to 60%, or including improved 
patients, 60 to 70%. If the symptoms have been present for more than five years the 
probability of permanent cure is about 10% only. In conclusion one may definitely 
state that the prognosis of either gastric or duodenal ulcer, for almost the same 
remarks apply to both, is good in the earlier and middle stages ; so good indeed that 
the treatment should be entirely medical. In the later stages, the judicious co-opera- 
tion of surgery is needed. No case however old should be regarded as surgical 
unless medical treatment has been proved to have been efficiently tried and failed. 
I make this statement in view of the results above recorded, and since there is no 
great danger to life in postponing operation. 
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Dr. J. J. Conybeare: I propose to deal with the subject of the prognosis of 
chronic peptic ulcer from two aspects; first, the prognosis as regards the effect of 
the condition on mortality and, secondly, as regards morbidity, for it must not be 
forgotten that it is not uncommon for patients with chronic ulcers to drag out 4 
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miserably dyspeptic existence to an advanced age. In connexion with the prognosis 
as regards mortality, the question of ulcer cancer must be considered. 

How, then, may a chronic peptic ulcer lead tothe death of a patient ? Obviously 
the two most serious and frequent complications of either gastric or duodenal ulcer 
are perforation and hemorrhage. The former, however, provided prompt surgical 
attention is available, is no longer the serious danger that it was. The risk of death 
from perforation in patients with chronic ulcer is relatively small, probably not much 
over one per cent. 

Hemorrhage, whether as hamatemesis or melena, is certainly a more frequent 
occurrence than perforation, and it has been estimated that between 10 and 20% of 
all patients with chronic ulcer have one or more hemorrhages. Fortunately, death 
as the direct result of bleeding is unusual, and is becoming even rarer than it was, 
owing to the more frequent employment of blood transfusion. During the ten-year 
period from 1911 to 1920, approximately 600 patients were admitted to Guy’s 
Hospital on account of severe gastric or duodenal hemorrhage. Of these, just over 
2% died. If it be assumed that 15% of patients with ulcer suffer from hemorrhage 
and that one out of every fifty patients who bleed, die, it is probable that only one 
out of every four hundred patients with chronic ulcers dies of haemorrhage. 

Patients suffering from uncomplicated peptic ulcer rarely suffer from severe 
malnutrition, in the absence of pyloric stenosis or hour-glass stomach. In such an 
event there must necessarily be an increased risk of death from intercurrent infec- 
tions—such as tuberculosis—or, rarely, from alkalosis. Fortunately, however, such 
conditions are usually amenable to surgery. 

The mention of surgery brings us to what is probably the most serious risk to 
life which a patient with a chronic peptic ulcer encounters. Probably between 20 
and 30% of all patients with chronic ulcers ultimately undergo operation. What is 
the immediate or post-operative mortality for patients who are operated on for 
chronic ulcer? Broster, ina paper published in 1928, analysed 200 cases of 
chronic ulcer treated by operation in Charing Cross Hospital; the mortality for the 
whole series was 6°7%. In a series of 190 cases operated on in Guy’s Hospital 
between 1910 and 1915, the immediate mortality was over 5%. Although the 
statistics of individual surgeons may show a much lower operative mortality, I think 
it is fair to estimate that the mortality is not far from 5% in all hospital cases. Let 
us now try to calculate the risk of death from operation as compared with the 
risk of death from hemorrhage. Assuming that 25% of all patients with chronic 
ulcer are ultimately operated on, and that 5% of these patients die, it is obvious 
that one out of eighty patients with chronic ulcer is likely to die as a direct result 
of operation. The risk of death from operation is, therefore, five times greater than 
the risk of death from hemorrhage. 

Quite apart from the more immediate risks to life which follow gastric opera- 
tions, there are small, but definite, risks from such serious complications as gastro- 
jejunal and jejunal ulcer or gastrocolic fistula. Jejunal or gastro-jejunal ulceration 
is usually said to occur in about 2% of operated cases, but it is quite possible that 
these serious complications are, in reality, a good deal more frequent. 

At this point we may be allowed to digress to the subject of the risks of cancer 
in patients with chronic gastric ulcer. Speaking generally, it may be said that most 
clinicians regard this risk as small, whereas many pathologists take the view that 
malignant change occurs in a high proportion of gastric ulcers. Thus Wilson and 
MacCarty from the Mayo Clinic claim that a majority of the chronic gastric ulcers 
excised by the surgeon show malignant changes. Such a view is certainly not borne 
out by clinical experience. The great majority of patients who have proved 
carcinoma of the stomach give a history of digestive symptoms of less than a year, 
whereas the bulk of those with proved gastric ulcer have a long history extending 
back on an average over ten vears. Even Alvarez, who is firmly convinced of the 
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dangers of cancerous change in gastric ulcer, has to admit that it is very unusual for 
patients with cancer of the stomach to give a history suggestive of a chronic ulcer 
over many years. He investigated closely the previous histories of 100 patients 
found to have inoperable carcinoma of the stomach, and, as a contrast, 100 patients 
in whom a definite gastric ulcer was found at operation. The results are summarized 
below :— 


THE DURATION OF DIGESTIVE DISTURBANCES IN 


100 Patients with Gastric Ulcer 100 Patients with Inoperable Carcinoma 
1 year or under _... is ee 12 cases 1 year or under ... von ons 67 cases 
2 years or under ... a me 19 cases 2 years or under ... ove aes 79 cases 
From 2 years to 40 years ... ove 81 cases Over 2 years ae von aa 21 cases 


Moreover, in analysing the history of the carcinomatous patients, Alvarez admits 
that among the 21 patients with growths of the stomach who gave a history of 
dyspepsia for longer than two years before operation, there were only 11 in whom the 
symptoms suggested a diagnosis of ulcer. 

In a series of 190 patients operated on in Guy’s Hospital between the years 1910 
and 1915—practically all gastro-jejunostomy operations—there were 109 gastric 
ulcers; in 1921 in a follow-up inquiry I found that five of the patients had died of 
gastric carcinoma. Of these all except one had died in less than two years from the 
date of operation and were probably cases of primary carcinoma. The fifth case was 
almost certainly a genuine example of ulcer-cancer. In 1933 in a further follow-up 
inquiry only one additional carcinoma of the stomach had occurred. Clinical 
evidence, therefore, would appear to suggest that the development of carcinoma in a 
chronic ulcer is a relatively rare event. 

The general conclusions from the facts cited above indicate that the prognosis as 
regards expectation of life is not very unfavourable in cases known to be chronic 
peptic ulcers, excluding overlooked cases of gastric carcinoma. To summarize, 
probably about 1% eventually die of perforation, $% of hemorrhage and about 14% 
following surgical operations. Malnutrition and intercurrent infections resulting 
therefrom account for a small further percentage. It is probably true to svy that of 
100 patients with chronic peptic ulcers not more than five die as a dire :i result of 
the presence of an ulcer. 

An interesting investigation was carried out in 1918 by Balfour and Hunter, who 
investigated the after-histories of 2,431 patients operated on for gastric or duodenal 
ulcers at the Mayo Clinic between 1906 and 1915. No less than 96% of the patients 
were traced. The operative mortality was 45% in 545 cases of gastric ulcer and 
2% in 1,684 cases of duodenal ulcer. The mortality of these groups following 
operation was compared with that which might be expected among a similar age- 
group of the general population. Their results are tabulated below :— 


Actual deaths among 521 patients operated on for Expected deaths among 521 of the general popula- 
gastric ulcer tion comprising individuals of the same age-groups 


Deaths in Ist year following operation ... a Deaths in Ist year 
2nd “is ‘4 Qnd ,, 
ae 3rd _,, a ne ue we i 8rd _,, 
” 4th ” ” ” one soe ” 4th ” 
” 5th ” ” ” eee ees ” 5th ” 
6th year and after . os - ia j es 6th ,, 


” n ” ” ” 


” 


It will be seen that the mortality in the first two years following operation was 
much higher than the expected mortality among the control group. After two years 
the mortality gradually falls to approximately normal. No doubt the explanation of 
the high mortality in the early years lies in a mistaken diagnosis of gastric ulcer in 
patients really suffering from carcinoma. 
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Comparable figures for 1,651 patients operated on for duodenal ulcer are tabulated 
below :— 


Actual deaths among 1,651 patients operated on Expected deaths among 1,651 of the general popula- 
for duodenal ulcer tion comprising individuals of the same age-groups 
Deaths in Ist year after operation ose Deaths in Ist year on 24-0 
‘i 2nc ie ‘s oe i Qnd ,, a 18-6 
oe 8rd ee ne - in 8rd ,, ae 14-3 
ica 4th od a me a 4th ,, eee 11-2 
” 5th ’ ” o 11 ee 5th ,, son 8-3 
e 6th year and after _ 13 os 6th ,, oes 16-7 


These figures are a striking contrast to those detailed previously for patients with 
gastric ulcer. Among the duodenal ulcer cases only 5% were found to have died 
from all causes, and this figure is rather less than the mortality which might be 
expected among a group of the general population of similar ages. In other words 
we are offered the astounding conclusion that patients who have been operated on 
for duodenal ulcer are better lives than those who have never had an ulcer. 

We may now turn to the prognosis as regards the maintenance of good health 
and continued freedom from symptoms. Here, unfortunately, the prognosis is far 
more gloomy than it is as regards life. The frequency of relapse renders the 
condition serious and often completely disabling. Although both medical and 
surgical treatment can claim a good proportion of permanently successful results, 
only too often the tale is one of continued relapses in spite of treatment. In at least 
90% of chronic peptic ulcers strict medical treatment, on the lines advocated by 
Sippy, produces complete relief of symptoms, though not, of course, healing of the 
ulcer, within a few days. 

If strict medical treatment fails to produce rapid alleviation of symptoms, this 
is usually due to one of two conditions: either the cicatrization of the ulcer has 
produced some organic structural change, such as pyloric stenosis or hour-glass 
constriction, or the ulcer has penetrated deeply and has eroded some organ such as 
the pancreas. 

There have been a number of statistical inquiries into the after-histories of 
patients treated medically for chronic peptic ulcer. Some of these date from twenty 
or more years ago and are of little value owing to the inadequate methods of diagnosis 
then in use. Unfortunateiy, in most of the more recent statistics, the after-history 
of the patients has been studied for a few years only, so that it is difficult to judge 
to what extent cures have been permanent and complete. One disquieting fact 
does, however, emerge from the published figures: namely, that the longer the period 
of observation after medical treatment, the greater becomes the proportion of relapses 
and the smaller the proportion of cures. This fact is well illustrated in a careful 
study of the immediate and remote results of medical treatment of ulcer by Einhorn 
and Crohn. These observers followed up 100 definite cases of peptic ulcer over 
periods ranging from one to four years between 1922 and 1925. The results are 
depressing and are given in tabular form below :— 


REMOTE RESULTS OF MEDICAL TREATMENT IN PERCENTAGES 


Number of Period of Cured or 
Year Case follow-up years Improved Unim proved Operated on 
1922 2% 4 50%, 9% 32% 
1923 l 3 65% 6% 23% 
1924 30 2 67%, 7%, 23% 
1995 32 1 88%, 9% 3% 


It would thus appear that at the end of four years from the beginning of medical 
treatment, only 50% of the patients remain cured or even improved, and, in this 
series at least, practically one-third of the patients have had to submit to surgery. 

Further statistics of the after-results of medical treatment have been collected by 
Barford who, in 1928, published a paper based on 30 cases of gastric and 126 of 
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duodenal ulcer, all in private patients. The period during which they were observed 
after treatment ranged from six months to seven years. 83% of the patients were 
traced. The results of treatment are given below in tabular form :— 


GastTRic ULCER (30 CASEs). 
Entirely satisfactory 39 per cent. 
Fairly satisfactory 13 , 
Recurrences 33 ‘~ 
DvuODENAL ULCER (126 CASEs). 


Entirely satisfactory 41 per cent. 
Fairly satisfactory 28 a 
Recurrences 24 


” 


In view of the fact that all the patients dealt with by Barford were of good 
social status, the results are particularly disappointing, as they might have been 
expected to have better facilities for after-treatment than the average hospital 
patient. 

If we turn to the late results of the surgical treatment of chronic peptic ulcers, 
there are a number of papers available. I propose to deal only with a series of 190 
patients, almost all gastro-jejunostomies, who were operated on in Guy’s Hospital 
between 1910 and 1915. They include both gastric and duodenal ulcers. The 
average age at operation was 42 and at the present time (1933) most of the patients 
who survive are distinctly elderly. Only one is below the age of 40 and over half 
are above 60. Only 58 of the original 190 patients can now be traced, as compared 
with 107 who were known to be alive in 1921, i.e., twelve years ago. Of these, 55% 
remained free from recurrence, either until their death from intercurrent disease or, 
if alive, until 1933. A further 20% have had mild and occasional symptoms, which 
have not incapacitated them. The balance, 25%, have been definitely surgical 
failures, and have continued to suffer from symptoms, such as pain, vomiting and 
hematemesis. In only two cases has death actually resulted from gastric disease. 
One of these was a patient who had a gastro-jejunostomy performed in 1911 fora 
pyloric ulcer. He was'seen by me in 1921, ten years after his operation, and had 
remained absolutely free from any symptoms of ulcer. He remained well until six 
months before his death in 1921, following an exploratory operation, at which 
a carcinoma of the stomach was resected. Although this patient died from gastric 
carcinoma he had been completely free from symptoms for nearly twenty years, and 
it is difficult to imagine that the carcinoma developed on a pre-existent ulcer. 

The second patient who died from gastric disease was found to be suffering from 
acute dilatation of the stomach. He had suffered from frequent recurrence of 
symptoms since his operation in 1915, and in 1921 had had a gastro-jejunal ulcer 
excised. 

Although it is unwise to draw any conclusions from a series of cases in which so 
high a percentage of patients have been lost sight of, it is clear that gastro- 
jejunostomy is not incompatible with a long life of good health. 

Statistical inquiries into the late results of treatment of peptic ulcer, whether 
medical or surgical, though they may be of importance to life assurance companies, 
are of little help in assessing the prognosis of the individual patient. When faced 
by the prospect of a long period of dietetic treatment, or perhaps even of an operation, 
the average patient will find only cold comfort in the fact that a certain percentage 
will do well and a certain percentage badly. What the patient desires is to know his 
own chances. Is it possible by a careful consideration of the individual to form any 
judgment as to his future progress ? On what grounds are we to differentiate between 
a favourable and an unfavourable prognosis? In the first place, the chances of @ 
permanent cure vary inversely with the chronicity of the ulcer and the age of the 
patient. Peptic ulcers which are diagnosed early— within six months or even a year 
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of the onset of symptoms—-are undoubtedly more tractable than those which have 
been present for many years. Unfortunately, at the present time ulcer is rarely 
diagnosed and treated efficiently until the patient has had several relapses over a 
period of years. With increasing clinical knowledge and the increased efficiency of 
radiology, it is to be hoped that more ulcers may come under strict treatment in 
their earlier stages. When this happens, the late results of medical treatment will 
undoubtedly make a more hopeful showing. The age of the patient is also an 
important factor in prognosis. Elderly persons with gastric or duodenal ulcer 
respond much less readily to strict dietetic and medicinal treatment than do those 
who are still in early middle life. This fact is probably mainly due to impaired 
circulation and diminished recuperative powers in the old. 

The ultimate prognosis must also depend to a considerable extent on the 
psychology-of the individual patient. If a chronic ulcer is to be cured and to remain 
cured, the patient must have sufficient strength of mind to forego many of what he 
has formerly regarded as the pleasures of life. For several years at any rate alcohol, 
smoking, and the pleasures of the table have to be strictly controlled, if not totally 
forbidden. Further, the ulcer patient may have to alter materially his pre-ulcer 
habits as regards the general conduct of his life. Late nights, fatigue and over- 
exertion, irregular or hasty meals all predispose to recurrence of symptoms. For 
many, and especially for the type of patient who is likely to develop duodenal ulcer, 
such restrictions are particularly irksome, and unfortunately it is often only by 
painful experience that the lesson is taught. 


Mr. Leslie N. Pyrah: Acute ulcers of the stomach readily heal and, except 
as terminal conditions in acute infective diseases, they are rarely found in surgical 
wards. I do not propose to deal with them. 

That subacute and chronic ulcers of the stomach and duodenum heal is well 
known. Scars are found in the stomach and duodenum, at autopsy, almost as 
frequently as active ulcers, and scars of healed ulcers are often seen at operation, 
the combination of an active and a healed ulcer being common. The diminution in 
size of a chronic ulcer of the lesser curvature of the stomach can be observed from 
serial radiograms taken at intervals during the time the patient is under treatment. 

I have recently, with the consent of the surgeons at the General Infirmary at 
Leeds, undertaken an inquiry into the after-histories of those cases of chronic ulcer 
of the stomach and duodenum which were submitted to operation, and I propose 
now to state the more important conclusions. I am not concerned, for the purpose 
of this paper, either with untraced cases or with intercurrent causes of death in 
patients who have previously had a gastric operation. 

All patients who were operated upon between the years 1922 and 1931, inclusive, 
have been written to; of those who replied, all who lived within a reasonable 
distance of the hospital have been examined by me personally. Patients whose 
homes were at a considerable distance from Leeds were not examined but were asked 
to give answers to a series of questions, and the results of the operation were 
assessed from a consideration of their replies. The after-results have been graded 
I, II, III, and IV, according to fitness. Patients were placed in Grade I who 
stated that they were perfectly fit ; they complained of neither pain nor vomiting, 
had good appetites and no bowel disturbances, and were in good general health and 
able to do their work. Usually these patients stated they could eat anything, but 
some avoided fatty foods. Those patients were placed in Grade II who, although 
being almost perfectly fit, able to work, and to take normal food, occasionally had 
a little abdominal discomfort, or vomited at long intervals. There was in no case 
any suggestion of active ulceration. Patients who were placed in Grades I and II 
are accounted to have had satisfactory results. Patients who complained of con- 
siderable pain of an irregular type—sometimes associated with vomiting—and who 
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restricted their diet, but whose symptoms did not suggest the presence of an active 
ulcer, were placed in Grade III. Patients were placed in Grade IV who had 
symptoms which were exactly like those of the original uleer—post-prandial pain 
which was relieved by food, with remissions. Many had had hematemesis or 
melna since operation, and had had subsequent treatment in hospital. Many of 
these patients undoubtedly either had a jejunal ulcer or a recurrence of the original 
ulcer in the duodenum ; in other cases the pain was probably due to mechanical 
causes. In many of the cases placed in Grades III and IV there was a period during 
which the patient was perfectly free from symptoms, so that if an analysis of all 
cases had been made with respect to the result, say three years after the operation, 
the figures would have been much better. In 34 of the cases placed in Grades III 
and IV, the period which had elapsed before gastric symptoms returned is shown in 
Table I. 


TABLE I,.—SHOWING TIME AFTER OPERATION BEFORE GASTRIC SYMPTOMS RETURNED (CASES WITH 
UNSATISFACTORY RESULTS). 


Years after Number of 
operation patients 
Under 1 year __... re ee EP ies dts ied, 
” os int one an _ ant ona oe 
»  2years 5 
” 3 ” 4 
” 4 ” 4 
” 5 ” 1 
” 6 ” bac 
” 7 ” 4 
” 8 ” 1 
9 1 


oo 
_ 


It has frequently been stated that if a patient remains fit for two years after 
operation, it is highly improbable that anastomatic ulceration will occur ; the above 
figures show that a considerable number of recurrences occur later than two years. 


TasLe II1.—Resuits arrTer Operation IN 460 CasES OPERATED UPON FOR CHRONIC DUODENAL 
Uncer, (ALL Operations ) 


Grade Number of cases 
R a 7 } 352—Satisfactory 
3 he = 108—Unsatisfactory 


Unsatisfactory results: 24%, 


The majority of these cases, 389 in number, were treated by posterior gastro- 
enterostomy, the ulcer itself usually being either infolded by sutures or infolded after 
cauterization. The operations performed in the remaining cases, 71 in number, 
were gastro-duodenostomy, pyloroplasty, simple excision, and Mayo’s excision. 
As the figures of operations other than posterior gastro-enterostomy are relatively 
small, I will deal in greater detail with the results of operation in 389 cases of 
posterior gastro-enterostomy, the operation most often performed in Leeds for 
chronic duodenal ulcer. These results are shown in Table III. 


TasLeE II].—Resuxirs iy 389 Cases oF PosTERIOR GASTRO-ENTEROSTOMY FOR CHRONIC 
DvopENAL ULCER. 


Grade Male Female Total 
210 a 32 a 242 | 

II on 59 ia 8 ie 67 | 
Ill oi 14 = 5 “~~ 19 | 
IV ve 51 _ 10 Sie 61 j 


309 — 79%, Satisfactory 


80 = 21% Unsatisfactory 
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Thus in 21% of cases upon which posterior gastro-enterostomy was performed 
the results proved unsatisfactory, as against 24% in all operations for chronic 
duodenal ulcer. It is therefore evident that, of the operations performed, posterior 
gastro-enterostomy has proved the most satisfactory. 

I have further analysed the figures to try to discover those factors which were 
of importance in the production of bad results. The results of gastro-enterostomy 
for chronic duodenal ulcer in relation to the age of the patient is shown in Table IV. 


Taste IV.—PRoGNosis AND AGE or PaTIENTs. POSTERIOR GASTRO-ENTEROSTOMY FOR PATIENTS WITH 
Curonic DuopEnaL ULCER. 


Age Under 30 30-39 40-49 50-59 Over 60 Total 
Grade I 25) 63) np 91 46) 17) 249 
, mW 135? igy 7 5 116 145 a4 19 67 
 - Sia 7) 2) 50,, nals 19 
. iv ws ai 5 8 gy ll 10} 15 35 3 61 


Percentage of unsatis 
factory results (Grades III 
and [V): 389 27% 85% 20% 14%, 


The result of posterior gastro-enterostomy in patients under 30 years of age is 
therefore bad, being unsatisfactory in no less than 38% of these cases. This is in 
accord with general clinical experience. 

Table V shows the results in the two sexes. The figures for females are rather 
small for purposes of real comparison, but in this series the results of operation in 
females is worse than in males. 


TapLE V.—PROGNOSIS AND SEX OF PATIENTS. PosTERIOR GASTRO-ENTEROSTOMY IN PATIENTS WITH 
Curonic DuopEnaL ULCER. 
Grades Male Female Total 
I and II 269 = 80%, 40 = 73%, 809 
III and IV 65 = 20%, 15=27%, 80 
334 55 339 


Table VI shows the influence of the length of history, and in this series it is not 
possible to formulate any general rule as to its effect upon prognosis. 


Taste VI.—ProeGnosis aNnpD LenotH or History. PostTeErRton GasTRO-ENTEROSTOMY IN PATIENTS WITH 
Curonic DuopenaL ULcer. 
Not 

Length of history Under 2 yrs 8-5 yrs, 6-8 yrs. 9 yrs. and over stated Total 
Grade I 64 \ on . 65 Vc 0, 85). —- 22 £0 72\ o 6 242 

“ qf aO% §«=— ig fBeT = gjRee gst § a 

» @ Ny; Sleoey _5hs0.30.00 New 1: 8 

‘ iv 19) 14 14 17 § 25= 23 y gf 1718 4%, ig / 21=18 5% 2 61 


Table VII shows the influence of stenosis. Out of 309 cases with satisfactory 
results, 92 cases, or 30%, had some degree of stenosis found by the surgeon at 
operation, while of the 80 unsatisfactory results, only 8, or 10%, had stenosis. It 
is therefore more likely that a patient with stenosis of the duodenum will be 
satisfactorily relieved than a patient without stenosis. Nevertheless, a few bad 
results are found after operation for an ulcer associated with stenosis. 


TABLE VII.—INFLUENCE OF STENOSIS OF THE DUODENUM UPON PROGNOSIS. 


Grades I and II Grades III aud IV 
92 cases out of 309 had some degree of stenosis 8 cases out of 80 had some degree of stenosis 
mentioned by the surgeon at operation mentioned by the surgeon at operation 


30 10%, 
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A number of patients who had Rehfuss test meals before operation have been 
examined by Garland, Hickman and myself. The majority of these cases had either 
a hyperchlorhydria or a high-normal acid curve. The results after operation are 
shown in Table VIII. 


TasLe VIII.—Proonosis anp Acipity. Cases or PosTERIOR GASTRO-ENTEROSTOMY FOR CHRONIC 
DvopENAL ULCER. 


Grades I and IT Grades Il] and IV Total 

Hyperchlorhydria is 18 10 ese 1 8 os 37 
High norma! acid avs 18 3 ini 4 4 ‘ies 29 
49 17 66 


26%, of unsatisfactory results. 


These figures are small, and if found possible, it is hoped to trace more patients 
to whom a Rehfuss test meal was given before operation. Such as they are, however, 
the figures indicate that in patients with greatly increased acidity the percentage of 
unsatisfactory results is higher than that of all patients operated upon. It must not 
be forgotten that a high proportion of cases of duodenal ulcer have hyperchlorhydria 
(Table IX), and it is possible that some relation exists between the steepness of the 
acid curve on the Rehfuss chart and the result of operation, as suggested by Ryle. 


TasLe [X.—Resu.ts or Reuruss Test Mea in 197 cases or Curonic DuopenaL ULcer, 
PROVED AT OPERATION 
Number of cases 


Hyperchlorhydria ... aoe os 97 
High normal ion ee = 62 
Normal one me eee ‘a 28 
Low normal ove eve me 7 
Hypochlorhydria _... ie vp 2 
Achlorhydria =e aed = 1 

197 


Table X shows the results compared with the emptying of the stomach as judged 
by the disappearance of starch from the stomach after the administration of a 
Rehfuss test meal. The cases are rather small in number, but they demonstrate 
beautifully the more unsatisfactory results which are obtained in the patient 
whose stomach empties rapidly. 

Thus it is the patient with a hypertonic, hyperacid, and rapidly-emptying 
stomach who is more likely to do badly after gastro-enterostomy. 


TaBLE X,—PROGNOSIS AND EMPTYING-TIME OF THE STOMACH. PosTERIOR GASTRO-ENTEROSTOMY 
ROSTOMY 
FoR Curonic DuopENnaL ULCER. 
164 cases submitted to pre-operative Rehfuss test meal, 


Time of disappearance of starch 


ays a 0 a, 
Under 2 hours 2 to 24 hours 24 to 3 hours Over 3 hours 
Grade I 11 aia 18 | peg 6 = 
poi “8 14 = 58-3%, 7 j 20 = 64-5% 3 } 9 = 75% os 30 = 81%, 

” Ill 2 } 41.7% 4 } € 9 3 } 2= 5O, 2 ) 0/ 

"IV 8 10 = 41-7% 7 { ll = 35-56% 0; °* 25%, 5 { 7 = 19% 


The percentage on the lower line shows the unsatisfactory results. 


4 


From these investigations it appears that the 21% of bad results following 
posterior gastro-enterostomy for chronic duodenal ulcer consist largely of young 
people with a hyperactive, hypersecreting, hyperacid, and rapidly emptying stomach 
and in whom there is no stenosis. 
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Owing to the growing discontent with the results of gastro-enterostomy for 
chronic duodenal ulcer, many surgeons in this country practise partial gastrectomy 
for this condition, the object being to remove the acid-bearing area of the stomach. 
I have seen the operation practised on a considerable scale also in Berlin, Vienna 
and Paris. But there are several reasons against its performance as a routine 
measure in all cases of chronic duodenal ulcer :— 

(1) The highly satisfactory nature of the results in the Grade I cases following 
gastro-enterostomy- Patients who have done well after posterior gastro-enterostomy 
have really done very well. They look healthy and active; they suffer no incon- 
venience from their stomach; and they usually say that they can eat anything. 

(2) Probably at least 10% of cases in which a big partial gastrectomy is per- 
formed develop severe anwmia, needing prolonged and permanent treatment. 

(3) The increase of mortality from the operation of partial gastrectomy, over that 
of posterior gastro-enterostomy. 

But in those cases which I have indicated as being likely to yield a bad result 
after posterior gastro enterostomy, in which there is a high probability of recurring 
trouble, and even invalidism, followed possibly by second, third, and even fourth 
operations for recurrent ulceration, there is a very strong argument in favour of 
partial gastrectomy, careful watch being kept for the possible development of 
anemia; should this develop, treatment should be instituted. 

It would appear that there is no single universal operation which should be 
practised for the duodenal ulcer which resists adequate medical treatment, but that 
each case should be carefully studied on its merits and reviewed in the light of 
complete clinical, radiological, and Rehfuss meal examination, and that then the 
choice should be made as between posterior gastro-enterostomy and partial 
gastrectomy. 

During the last six years medical treatment has considerably increased, and fewer 
patients have been referred by the physician for operation for chronic ulcer. But 
in this period the number of operations for perforated ulcer of the stomach and 
duodenum has been doubled. I do not suggest that all these patients whose ulcers 
have perforated have had adequate medical treatment, but many must have done 
so. Far more have had an imperfect form of medical treatment owing to the lack 
of adequate hospital accommodation, and many others have had the pseudo-medical 
treatment popularized by the non-medical press. 

Table XI shows the number of operations performed in the General Infirmary 
at Leeds and in the Bradford Royal Infirmary, during the last thirteen vears, for 
perforated gastric and duodenal ulcer. Moreover, during the last six years there 
have been increased facilities for the admission and treatment of patients in the 
Municipal hospitals in Leeds and Bradford and in smaller hospitals around Leeds. 
Table XI, which shows the increased number of operations for this condition, probably 
considerably understates the true increase. 


Taste XI.—SHowrna NuMBER OF OPERATIONS FOR PERFORATED GasTRIC AND DuopENAL ULCER 
FRoM 1919 To 1931. 
Year Leeds General Infirmary Bradford Royal Infirmary1 Total 
1919 ; 26 ts sie 12 oe 38 
1920 . 37 on ove 27 - 64 
1921 41 re ven 20 a 61 
1922 39 — ove 18 eee 57 
1923 : 58 aaa ae 33 = 91 
1924 82 jaa ae 30 — 112 
1925 ; 68 me one 23 - 91 
1926 a 94 - = 71 sis 165 
1927 118 om ue 44 Bia 162 
1928 = 117 ao sie 38 ves 155 
1929 100 “ns ase 36 oon 136 
1930 7 108 in _ 42 _ 150 
1931 96 aia 48 144 


1 The figures for Bradford Royal Infirmary were kindly supplied to me by Mr. L. B. Patrick, the 
Resident Surgical Officer. 
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I have traced the after-results in 90 patients who were submitted to partial 
gastrectomy for chronic gastric ulcer. Judged purely as far as the presence or 
absence of gastric symptoms go, the results are shown in Table XII. 


Taste XII.—Resuits or 90 Cases or PartiaL GastREcToMy ror Curonic Gastric ULcEer 
(Gastric Symptoms ONLy). 


Grade Male Female Total Percentage 
I an 45 ese 28 ov 73 ” ¢ , 
I 7 9 i 3 a 12 ar a OPO), 
Il “a 2 “6 _ 2 ) - 
IV 1 . 2. 2; = 


In the great majority of cases the results have been excellent, and the patients 
have nothirg to complain of except that they must limit the size of their meal. There 
were, however, six cases out of the 90 in which a considerable degree of anzemia had 
developed. Five of these were satisfactory so far as the gastric symptoms went, but 
in one there was severe anwmia and persistent gastric symptoms. Three or four 
others had a possible anzwmia, as judged by their conjunctive, but had no clinical 
symptoms of it. Counting these results, the total of satisfactory results was about 
90% and the unsatisfactory results about 10%. 

The type of anzemia which occurs after partial gastrectomy is most, frequently 
of the chronic microcytic type, and is usually associated in these cases with 
achlorhydria. Occasionally a case of partial-gastrectomy-pernicious anemia is 
encountered. 

Amongst 112 cases of partial gastrectomy for ulcer traced by Dr. S. J. Hartfall, 
he found 22 (chiefly female) patients suffering from some degree of microcytic 
angmia, and one (who died later) suffering from anwmia probably of the pernicious 
type. 

I wish to thank the members of the Honorary Surgical Staff of the Leeds General 
Infirmary for permission to proceed with this investigation. It is with their full 
knowledge and consent that these figures are recorded. I also wish to thank the 
following medical students who assisted in the enormous amount of clerical work 
which an extensive follow-up of cases entails, part of the results of which are given 
above: Messrs. R. L. Lamming, P. Storrs-Fox, H. 8. Shucksmith, A. B. Raper, 
T. K. Cooke, A. J. E. Barlow, H. L. L. V. Wilson, F. Fuller, F. A. Crosfill and 


D. C. Lord. 


Dr. A. M. Cooke: I have interpreted “ prognosis” in its widest sense and have 
examined the records of some 3,000 cases, representing all classes of peptic ulcer and 
its complications, in regard to mortality and morbidity. 

I propose to give a summary of the figures to show what is, in one hospital, the 
prognosis of peptic ulcer and its complications as regards life and as regards the 
patients’ ability to work. 

Inspection of the numerous papers published in the literature to illustrate the 
prognosis of peptic ulcer, either in general or in connexion with some particular 
method of treatment, shows such varying figures, that it is difficult to avoid 
concluding that the methods by which the figures are collected have more bearing on 
the results than do any changes in treatment or other factors. For instance, Rendle 
Short, in a recent paper, gives a summary of 14 papers on the operative mortality of 
gastro-enterostomy for gastric and duodenal.ulcers. The percentage mortality varied 
from 0-8 to 20, with a mean mortality of 4-2%. These are extremely wide limits 
for the mortality of one operation, which although ranked as “ major,” is not 


generally regarded as specially difficult or dangerous. The figures from which many 
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papers are compiled are often at the mercy of the views, or the prejudices, of those 
who make or classify the diagnoses in the first place, and of those who afterwards 
collate them with a view to assessing the prognosis. For example, there can be no 
quibble about the number of patients who die in any given series, but the percentage 
death-rate is liable to significant changes depending on what is called a peptic ulcer 
and what is not. 

The statistical method which is at first sight the ideal one is often a difficult 
weapon to wield, and particularly so in regard to prognosis. Aware of these fallacies 
I venture to put the figures before you, claiming only that they are an approximation 
to the truth. 

In the first place I have taken the figures from the published reports of St. 
Thomas's Hospital. I know from experience that it has been the practice of the 
Registrars at this Hospital to classify as cases of gastric and duodenal ulcer only those 
in which the clinical diagnosis was definite, and in the majority the diagnosis was 
confirmed by unequivocal X-ray findings, operation, or post-mortem. The large 
number of patients classified under the titles of ‘ abdominal pain” and “ dyspepsia ” 
suggests that many unproved or mild cases of peptic ulcer have been put in these 
sections rather than in the proved ulcer sections. It is therefore probable that the 
cases classified as ulcer are not “ diluted ” with inorganic dyspepsias, but are genuine 
ulcer cases. During the eleven years, 1921 to 1931 (inclusive), the total admissions 
to St. Thomas’s Hospital of peptic ulcer and its complications, numbered 2,517 with 
a death-rate of 8-9%. Of these, 1,899 were men, with a death-rate of 9°5% and 618 
were women, with a death-rate of 6-9%. 

These cases will be found in the Reports classified under seven headings, viz., 
gastric ulcer, perforated gastric ulcer, duodenal ulcer, perforated duodenal ulcer, 
pyloric obstruction, gastro-jejunal ulcer, and haematemesis and melena. The 
following table shows the number of cases and percentage death-rates in the several 
sections : 


Taste I.—Apmissions to St, THomas’s Hosprran, 1921-193] (1ncLusive) or Peptic ULCER 
AND ITs COMPLICATIONS. 


Total Male Female 
Cases Death-rate, Cases Death-ratex, Cases Death-rate*, 
1. Gastric ulcer _ 1179 9-2 742 10-5 437 6-9 
2. Perf. gastric ulcer jes 152 22-4 132 22-7 20 20-0 
8. Duodenal ulcer i 680 4-9 615 4-7 65 6-2 
4. Perf. duodenal ulcer ae 166 19-3 152 19-9 14 7-1 
5. Pyleric obstruction ree 130 5-4 95 6-38 35 2-9 
6. Gastro-jejunal ulcer nee 63 11-1 55 12-7 8 0 
7. Hematemesis and melena ... 147 0 108 0 39 0 
Gross hemorrhage, 7 years ... 191 24-1 137 27-0 54 15-6 


I would first of all like to draw attention to the last section but one (No. 7), the 
figures in which are at once seen to be too good to be true. The reason for this is 
that it has been the custom of the Registrars to put the fatal hamorrhage cases 
under their respective headings of gastric or duodenal ulcer and the non-fatal cases in 
the section “ hematemesis and melena.” Fortunately, my colleague, Dr. Chiesman, 
has made a careful study of the fatal hematemesis cases for the seven years 1925 to 
1931 (inclusive), and with his permission his figures are given at the end of the 
table. The cases defined as “ gross hemorrhage” were those in which the patients 
required urgent attention owing to sudden loss of blood by vomiting or by the bowel; 
they do not include patients in whom serious loss of blood was not the predominating 
symptom. In the general table these cases are classified under the first, third and 
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seventh section, all the fatal cases being in the first and third. It will be seen that 
there is a serious mortality. 

From the Operation Tables given in the same reports, it appears that 1,198 
operations were performed on the 2,617 admissions for conditions directly connected 
with peptic ulcer, with a mortality of 13°2%. The remaining 1,319 admissions were 
treated medically and showed a mortality of 5%. The difference between these 
two mortalities is not to be taken as a true indication of the merits of medical and 
surgical treatment. In defence of the surgeon it must be admitted that he is often 
confronted with a moribund patient on whom he is expected to operate though little 
can be done by any means of treatment, and also that a number of deaths which 
take place at a considerable interval after operation cannot fairly be used to impugn 
either the surgeon’s judgment in operating or his technique. Perhaps I may illustrate 
this point by citing the figures of one surgical firm which I have been permitted to 
examine. During thirteen years the mortality of all patients operated on for peptic 
ulcer and its complications was 18%. When the. cases of late perforation with 
general peritonitis and the cases in which death was clearly not related to operation 
were deducted, the mortality was 6%. Although the operations done were of all 
kinds, including a number of gastrectomies, this figure does not differ greatly from 
the mean of the figures given by Rendle Short for simple gastro-enterostomy, and is 
probably a truer index of the surgical risk alone. 

It wiil be seen, therefore, that in hospital practice peptic ulcer and its 
complications present a mortality varying from 5% in simple duodenal ulcer to over 
20% in perforations and severe hemorrhage, with a general mean of about 9%. A 
little reflection, however, will show that cases admitted to hospital are of the more 
serious and intractable types, frequently those who have failed to yield to out-patient 
treatment or bed treatment at home. It may be remarked here that several writers 
have commented on the relatively benign nature of peptic ulcers as seen in 
private practice as compared with hospital practice. I have, therefore, with the 
permission of Professor de Wesselow, investigated the figures of some 700 out-patients 
who attend the Gastric Clinic attached to the Medical Unit at St. Thomas’s Hospital. 
This clinic consists of patients who have been discharged from the medical wards 
and out- patients who have not been admitted. The patients who have at some 
time required in-patient treatment comprise 64% of the total, and those who have 
been able to get on with out-patient treatment only, 36%. Forty-six patients only 
have been operated on. During the five years in which the clinic has been in 
existence 718 patients have been collected and attend with varying degrees of 
regularity. Twenty-one are known to have died and twenty-one cannot be traced. 
If it is assumed that all the untraceable cases have died—which is not likely— 
making forty-two in all—the death-rate is 5°8%. Of the twenty-one known deaths, 
eight were directly due to ulcer (six from hemorrhage and two from pyloric stenosis), 
two patients developed carcinoma of the stomach, and the remaining eleven cases 
died from causes which could not be attributed to their original troubles. With the 
assistance of the Lady Almoner’s Department (Mrs. Cowley) I have been able to 
get in touch with 676 of the patients, and the following table shows their state as 
to ability to work :— 


TABLE II.—676 Out-PATIENTS 


Men. 563 cases :— 


In regular work ie a i io  §=75-8 
Doing light or occasional work . sv “ee es we «=—438 
Unemployed, but able to work . 15-6 
Unable to work a 4-3 
Women. 113 cases :— 
In regular outside work or household duties __... a ie - 64-6 
Doing light or occasional work ... as ron ve és os USD 
Unable to work ses ae ‘ae as ae ad -- 19-6 
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The undue preponderance of male over female cases is partly due to the large 
number of Metropolitan Police who attend this hospital. 

The fact that a patient is working does not necessarily mean that he or she is 
quite well, and the patients were therefore asked to classify themselves, with the 
following results: 


TasLe III.—Men anp Women: 676 Cases. 


> 


In good health oe 61-8 Varying bine 
In fair health ins 27-8 In bad health ... 


- oO 
oon 


It appears that 91% of the men and 65% of the women were well enough to 


work, but that only 62% regarded themselves as quite well. 

There is no doubt that a number of the patients have relapses, because of the 64% 
who have at some time required in-patient treatment, 14% have had to be 
readmitted on one or more occasions. 

Apart from the Gastric Clinic, the recurrence rate was investigated by Tompson, 
who followed up, with control X-rays, 128 patients who had been in the hospital 
during the previous five years. He found that in 38°5% of the cases with gastric 
ulcers and 33°3% of the cases with duodenal ulcers, the lesion had persisted, recurred 
or developed anew. 

In considering prognosis one’s thoughts naturally turn to the question of what 
can be done to improve it. From the medical point of view, treatment with one of 
the numerous modifications of the alkaline diet is successful, at the time, in a large 
proportion of cases, and will continue to be successful if a regular régime is observed. 
A fallacy subscribed to by many patients and some doctors is that when any given 
ulcer has responded satisfactorily to alkaline treatment the patient may resume 
normal habits of eating, drinking, smoking, etc. It must have been the experience 
of many that an extremely high proportion of relapses after medical treatment is 
associated with irregularity in the times of meals. Gastric patients whose occupa- 
tions do not permit of their taking their meals with clockwork regularity—especially 
men who have to alternate from day to night work—are frequent sufferers from 
this cause. 

In the surgical treatment of ulcer and its complications, three operations stand 
out above all others in usefulness—(1) suture of perforations, which of course 
requires no commendation; (2) gastro-enterostomy in complete pyloric obstruc- 
tion, and’ (3) partial gastrectomy in patients with chronic gastric ulcers who 
have failed to respond to prolonged medical treatment or who have had gastro- 
enterostomies which have not been successful. 

Lastly, I should like to make a plea for the operative treatment of severe 
hemorrhage in certain cases, and I cannot do better than quote Chiesman on the 
subject. In his paper in the Lancet of October 1, 1932, he brings out the important 
fact that a large majority of the fatalities from gastric haemorrhage occurred in 
patients who continued to bleed after admission to hospital, in spite of routine 
medical treatment. In his series the general mortality rate was 24%, but when 
hemorrhage was still continuing or had recommenced after twenty-four hours of 
treatment, the mortality was 74%. A post-mortem examination was made in all 
these fatal cases (with one exception); in two-thirds of them there was a single 
chronic indurated ulcer. The shortest time from the onset of bleeding to the death 
of the patient was forty-eight hours. There was, therefore, ample time for surgical 
interference in all the fatal cases, had it been considered advisable. The cases which 
seem amenable to surgical treatment are those in which action is not delayed until 
the patient is too ill to be subjected to operation, and those in which there is reason 
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to believe that the ulcer is in the stomach and is chronic. Since Chiesman’s paper 
was written I believe that operation (with one or more transfusions) has been 
carried out in some cases of this type with encouraging results. 
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Neurospirochetosis in the East African 
By H. L. Gorpon, M.D. 


ABSTRACT.—(1) An inquiry was made at the Mathari Mental Hospital, Nairobi, into the 
validity in Kenya of the common belief that syphilitic infection of the nervous system is rare 
amongst Africans in their own environment. 

(2) The difficulties encountered by the inquiry are discussed, especially : (a) That arising 
from the presence of both yaws and syphilis in the colony; (b) that due to apparent 
unreliability of the Wassermann reaction under local conditions. 

(8) The incidence of a positive serum reaction in the general population was estimated. 

(4) The whole of the male adults in the hospital were selected for the inquiry. 

(5) The results are presented in tables showing: (a) Mental state and neurological and 
other signs; (+) serum reactions; (c) cerebrospinal fluid examination results, including those 
from the Lange colloidal gold reaction. 

(6) The post-mortem reports on four of the series who died during the inquiry are given. 

(7) The inquiry appears to allow the general conclusion that spirochcetal infection of the 
nervous system of the Kenya native is not uncommon. 

(8) Insufficient evidence is forthcoming for a decision as to whether the infection found 
was syphilitic, framboesial, or from an unknown source. 

(9) The question has much more than medical importance in view of the possibility 
that unchecked spirochetal infection in the past may have been an environmental influence 
contributing to the present degree of cerebral deficiency found in the native by Dr. F. W. 
Vint and the writer, and reported elsewhere. (To the Eugenics Sociéty on November 7, 
1933, by the writer, and in the next issue of the Journal of Anatomy, by Dr. Vint.) 


RésuME.—(1) Une enquéte a été faite au Mathari Mental Hospital, Nairobi, pour 
déterminer la validité au Kenya de l’opinion que la syphilis nerveuse est rare parmi les 
Africains dans leur milieu naturel. 

(2) Discussion des difficultés rencontrées, surtout (a) l’existence du frambesia ainsi que 
de la syphilis dans cette colonie; () l’incertitude apparente de la réaction de Wassermann 
sous les conditions locales. 

(3) La fréquence d’une réaction sérologique positive dans la population fut estimée. 

(4) Tous les hommes adultes a l’hdpital furent inclus dans |’enquéte. 

(5) Les résultats sont disposés en tables montrant (a) l'état psychique et les signes 
neurologiques et autres; (b) les réactions sérologiques; (c) les résultats de l’examen du 
liquide céphalo-rachidien, y compris les résultats de la réaction de Lange 4 |’or colloidal. 

(6) Rapports sur l’autopsie dans 4 cas morts pendant |’enquéte. 

(7) L'enquéte parait justifier la conclusion générale que |’infection du systéme nerveux 
des indigénes de Kenya par les spirochétes n’est pas rare. 

(8) -Les preuves sont insuffisantes pour permettre de décider si |’infection est syphilitique, 
frambcesiale ou d’une espéce inconnue. 

(9) L’importance de cette question est plus que médicale, en vue de la possibilité que 
l'infection spirochétale non réprimée dans le passé ait contribué a |’insuffisance présente du 
cerveau des indigénes, rapportée autre part par le Dr. F. W. Vint et l’auteur. (Par l’auteur 
4 la séance du 7 novembre 1933 de |’Eugenics Society, et par le Dr. F. W. Vint au prochain 
numéro du Journal of Anatomy.) 
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ZUSAMMENFASSUNG.—(1) Im Mathari Mental Hospital, Nairobi, wurde die Giiltigkeit der 
allgemeinen Ansicht, dass Syphilis des Nervensystems bei Afrikanern selten vorkommt, unter- 
sucht. 

(2) Die Schwierigkeiten dieser Untersuchung werden besprochen, besonders (a) das 
Vorkommen von Frambisie sowohl als Syphilis in dieser Kolonie, und (b) die scheinbare 
unzuverlissigkeit der Wassermannreaktion unter lokalen Umstiinden. 

(8) Die Hiiufigkeit einer positiven Serumreaktion in der Berélkerung wurde geschiitzt. 

(4) Alle mannliche Erwachsene in dem Spital wurden fiir die Untersuchung gewiihlt. 

(5) Die Ergebnisse sind in Tafeln wiedergegeben: (a) psychischer Zustand, und neurologische 
und andere Erscheinungen; (b) Serumreaktionen ; (c) Untersuchungen der Cerebrospinalfliissig- 
keit, mit Kinschluss von Langes Goldsolreaktion. 

(6) Sektionsergebnisse iiber 4 wiihrend der Untersuchung gestorbenen Fiille. 

(7) Die Ergebnisse der Untersuchung berechtigen den Schluss dass Spirochiiteninfektionen 
des Nervensystems bei den Kingeborenen in Kenya nicht selten vorkommen. 

(8) Die Beweise geniigen nicht um entscheiden zu lassen ob die Infektion syphilitisch, 
frambésisch oder von unbekannter Art ist. 

(9) Diese Frage hat eine viel mehr als rein medizinische Bedeutung, wegen der 
Méglichkeit dass die ehemalige ungehinderte Spirochiiteninfektion ein Factor in der 
Entstehung der gegenwiirtigen cerebralen Minderwertigkeit der Kingeborenen ist, die F. W. 
Vint und der Verfasser beobachtet, und an anderen Orten beschrieben haben. (Verf. in der 
Eugenics Society, 7. Nov. 1983, und I. W. Vint in der niichsten Lieferung des Journal of 
Anatomy). 

MEDICAL literature reiterates the statement that syphilitic affection of the 
nervous system is rare amongst Africans in their own environment. To test the 
validity in Kenya of this dictum was the object of the small investigation I have 
the honour to report. That the inquiry touched upon a wider question is reflected in 
my title. Owing to the prevalence of yaws, a positive serum reaction in an East 
African to-day cannot be taken to confirm a clinical diagnosis of neurosyphilis as it 
is taken in a European. 

Syphilis and yaws.—In the controversy dividing tropical medicine over the 
relationship between syphilis and yaws, the dualistic school holds that in yaws the 
nervous system is never seriously affected [1]. If that is a fact the problem in 
Kenya would be simplified, were it not that the protagonists of both schools 
agree in restricting conception of serious nervous involvement to the classical pictures 
of dementia paralytica and tabes dorsalis, without—to my knowledge— giving reason 
for the limitation. 

The Kenya Conference.— The situation in Kenya was presented at a conference 
in 1931 under the auspices of the Kenya Branch of the British Medical Association [2]. 
The views then expressed were wholly dualistic. Yaws was said to be a decreasing 
disease of native Reserves, syphilis an increasing disease of urban and rural 
“civilized” areas. Two tribes out of forty, or 400,000 out of 3 millions, of natives, 
were reported comparatively free from both diseases. A theory of reciprocal 
immunity was advanced. The proposition that where yaws is rampant syphilis is 
rare, was accepted ; the proposition that where syphilis is rampant yaws is rare, was 
not accepted. There was full agreement that yaws is textbook yaws, syphilis 
altogether milder than European syphilis and lacking common symptoms and signs 
in all stages. Manifestation of congenital syphilis was pronounced rare. Dr. J. H. ° 
Sequeira, the eminent dermatologist, with the Director of Medical Services, had 
searched for and failed to find Hutchinson's teeth and the results of interstitial 
keratitis. It was suggested that congenitally affected infants die in large numbers 
in the Reserves, unrecorded. We have no native birth and death registration. The 
doctrine of the rarity of neurosyphilis was repeated and honoured. Yaws was not 
invited into neurology. Congenital yaws was not suggested, and I failed to learn 
whether a history of yaws might be inferred from somatic sequele. ‘The so-called 
‘mother yaw ’,” said one medical officer, “ is seen frequently in the genital and perineal 


regions, situations favoured by sitting on infected ground.” He added that whenever 
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he saw genital lesions and mucous patches, equally common inthe young, he called 
them yaws © out of charity and ignorance.” The bacteriologists stated unanimously 
that they were unable to distinguish S. pertenue from S. pallida. The pathological 
contribution of Dr. F. W. Vint did not mention yaws. He stated that naked-eye 
congenital lesions are rare. Healed hepatic lesions are common, active gummata 
rare. There is a 4% incidence of syphilitic cirrhosis of the liver and a 16°5% 
incidence of aortic atheroma—a condition common in youth. Two cases of aortic 
aneurysm and one of cerebral hemorrhage were found in a series of 600 post-mortems. 
A frequent brain condition at all ages is thickening of the dura with adhesions so 
dense that the brain is pulled out of the cranium by removal of the skull cap. 
Subsequently to the conference a medical officer reporting from a sleeping sickness 
area |3| spoke of confusion in interpretation of pleocytosis. In a series of thirty 
cases of trypanosomiasis he had seen four cases of complication with what he 
thought was neurosyphilis. Finally, in consultations I had seen a number of 
native cases that by European standards seemed to be classifiable clinically as 
dementia paralytica and tabo-paresis, never a typical tabes; and Dr. Hargreaves, 
then in charge of a native Eye Clinic, had kindly reported to me eight cases of 
patients with positive serum reaction whose sight was failing from a slow retrobulbar 
atrophy. Primary optic atrophy he found very rare. 

This summary may suggest the perplexity of approach in Kenya to the subject 
of neurosyphilis. 

The inquiry.—Opportunity for inquiry became available at Mathari Mental 
Hospital, Nairobi, where some 140 certified natives were then detained. 

Kenya is a young colony with a huge medical task and limited resources for it 
In Mathari there were difficulties: rarely any history with admissions beyond 
anot very helpful certificate of lunacy; relations and friends seldom figuring in the 
commitment or appearing as visitors; urgent problems before the Medical Service in 
other directions, involving frequent changes of medical supervision and preventing 
consecutive records of mental cases with diagnosis and classification. It was not 
possible to know whether any case had received treatment before admission. This 
point is of some importance. Injections of arsenic, bismuth, and mercury are 
nighly popular amongst natives for any ill seen or felt. To the chagrin of the 
witch-doctor, the magic of the needle is administered by native dressers trained 
by a benevolent Government to fight alone against yaws and syphilis from small 
treatment centres. In 1931, 92,000 cases of yaws, 23,700 of syphilis were treated. 
Yet says a valuable part of the report of the Medical Department, “the adoption of 
cleanliness even in small degree, appears no less potent against the incidence of 
yaws than bismuth or arsenic therapy.’ An editorial article in the Kenya Medical 
Journal for January 1928, stated that thousands of bismuth injections are given 
every month by the dressers. 

General population.—To test medical belief in high incidence of spirochetal 
infection amongst the general native population, Dr. R. P. Cormack, then Deputy 
Director of the Medical Research Laboratory, was good enough to submit to the 
Kahn test a series of 162 males over the age of 16, all—as he said—‘ supposedly 
healthy.”” The positive reactions were 69%. 

Mathari series —The adult males in Mathari Hospital were chosen for the 
neurosyphilis inquiry. They numbered 113. The first task was to differentiate 
the aments from the mentally disordered. I have shown recently [4] how the 
method of Professor Berry for diagnosis of amentia has proved suitable in East 
Africa. Detection of mental disorder in a “raw” native is another matter; one 
of special interest which I have already discussed before the Royal Medico- 
Psychological Association. A first survey of the 113 patients revealed the presence 
of 48 who could be reasonably called aments and eliminated from the remainder 
11 with no discoverable mental affection ; leaving 54 who appeared to suffer from 
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psychosis, and a total of 102 for the next stage, viz., a physical and a more precise 


mental survey. 
TABLE I, 


Muthari Mental Hospital 
102 Male Adults 


52 Positive = 51%. 650 Negative — 49%. 
Results Number Kahn Wassermann 
————- ‘ ————_ =~, 
- +4 +++ rt + + + 
Donble positive oe 1B 1 2 4 5 2 10 
Positive Wassermann 7" 1 
Negative Kahn 5 
Positive Kahn . ’ 7 . 2 
Doubtful Wassermann § ; Paar 
Positive Kabn r ¢ , 3 _ 
Negative Wassermann § . : 
By Kahn only on m@ 5 | 
52 22 #14 9 6 3 10 


TABLE II. 
Mathari Mental Hospital 


67 Male Adults of whom 52 had positive serum reaction. 


tpilepsy... oes eee ae =e mae 6 
Myocardial degeneration _... a int me 9 
Cardiac murmurs ... — me aia bo 2 
Tuberculosis (lungs) suspected ae ~~ oi 3 
Feces :— 

Ankylostoma 13, tenia 12, oxyuris 10, ascaris 8, 
trichuris 7. Total individuals with helminths 39 
Urine :— 
Albumin :— 
Large amount 8, small amount 3, trace 23 ae 29 
Sugar :— 
None 


Laboratory inquiry.—I am indebted to Dr. Cormack for sero-diagnostic help. 
The routine Kahn test was applied to all of the series. I understand that the local 
difficulties over the Wassermann test are very real ; if was applied when possible, 
but not always at the same date as the Kahn test ; and let me say at once that there 
is universal dissatisfaction amongst clinicians in Kenya with the results there 
of the Wassermann test. 

The laboratory returned 52 bloods of the series as positive. Table I analyses 
the results and was made the pivot of the inquiry. The 50 negative cases were 
surveyed clinically. Ten were found with signs to justify suspicion. Five without 
clinical signs were taken as controls. In this way 15 returned as negative, and 52 
returned as positive, a total of 67, formed the final series for the inquiry. 


Table IT.—Some physical results. 


Epilepsy.—Two cases were followed by furor. One was nocturnal. 

Myocardial degeneration.—A common post-mortem finding. Valvular lesions, 
except the syphilitic, are rare. 

Tuberculosis in the East African is regarded by Dr. Vint, our pathologist, as a 
septicamia, not as the chronic disease of Europe. In my experience, when cough 
and sputum are present the bacillus is almost never found in the sputum. In 1931 
eight cases, in 1932 three cases, with negative sputum, were proved post mortem to 
be miliary and generalized tuberculosis: these were all the deaths from that disease 
in the hospital during those years. 

Helminths.—The incidence here is low. Over 90% is the rule. There had 
been some routine treatment in the hospital. Examination of at least three 
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stools is required as a guide to the presence or absence of intestinal parasites; even 
then a negative report cannot be accepted with confidence. On pathological grounds 
Dr. Vint has advanced the hypothesis that toxic substances produced by helminths 
may account for the frequency of hepatic cirrhosis in the native [5 }. 

Urine.—The specimens were taken under careful supervision on two occasions 
for two examinations. Renal disease is common and has been connected by 
biochemical observations with deficiency of blood-calcium in the native [6]. 

Other results.—-The inguinal glands were enlarged and hard in 47 cases; 70% 
of the series. Evidence of congenital syphilis such as Hutchinson's teeth and 
interstitial keratitis was not found: eighth-nerve deafness was present in three 
cases. The syphilitic facies, large forehead, scars in mouth and throat, were 
not found. There were a few examples of sabre-blade tibia; no more scars of 
ulcers on the legs and elsewhere than is usual in natives; no scar on the penis. 
Two rashes were found and were pronounced parasitic by Dr. J. H. Sequeira, who 
kindly examined them 

Age.—With a few exceptions, all the 67 adults of the series were estimated to be 
between 20 and 30 years of age. None of those classed as senile was estimated 
to be more than 55. I ventured more fully into the question of native age in 
connexion with the subject of amentia [4], before the Eugenics Society. 

Neurological survey.—Neurological examination of the “raw” native is 
restricted at any time; in the mentally disordered and defective it may be confined 
to narrow limits and yet be prolonged. Attempts to test sensation proved a fruitless 
enthusiasm. The results of the first neurological survey were of such a character 
that each patient was re-examined twice, except in the case of the optic dises—from 
lack of endowment with the physical and mental endurance of a Gandhi. Classical 
tabetic ataxy, perforating ulcer, osteo-arthropathy, and disturbances of bladder 
function, were absent. Subjective symptoms are made less of by the “raw ”’ native 
than by those who have adventured into the new experience of work for Europeans. 
In the series there were no records or complaints of headache, vertigo, vomiting, 
laryngeal crisis, or lightning pains. Occasionally one would say he had pain “ all 
over.” Two had been in bed for “ sciatica.”’ In the matter of differential diagnosis 
chronic alcoholism in a native is very rare. I have not seen, or heard of, a case of 
disseminated sclerosis, although J have been told of two cases of nystagmus of 
unknown causation. One case of syringomyelia has been recorded [7], but, so far 
as I know, none of Friedreich’s disease. [ have not seen a native with peripheral 
neuritis, but in the Hospital returns of the Medical Department for 1931, 41 male 
in-patients, and 211 male out-patients, native and Asiatic, are classified as ‘ neuritis,” 
a diagnosis suitable to the needs of medical officers seeing hundreds of patients 
a day. 

Cerebrospinal fluid.—The fluids were taken and examined by Dr. Cormack. 

Pressure.—The manometer readings were too vitiated by restlessness, speech, 
and respiration, to be worthy of record. 

Cells.—The cells in each case were counted within an hour after withdrawal of 
the fluid. 

Globulin.—Pandy's carbolic solution was used to test for globulin excess. 

Kahn reaction.—This test was not employed. 

Wassermann reaction.—This test was used in 22 cases with positive serum, 
11 with negative serum ; a total of 32 in the series of 67. 

Lange colloidal gold reaction.—I am greatly indebted to Mr. H. M. Nefdt, B.Sc., 
of the Biochemistry Section of the Medical Research Laboratory, who carried out this 
test on all fluids submitted to him, i.e., on 57 of the 67 cases; and to Dr. D. Harvey, 
in charge of the Section, for his active interest. The sols were prepared by 
the method of Mellanby and Anwyl Davis [8], and were standardized against known 
globulin solutions as described by Kneidler and Small [9]. 
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Mental condition.—The interesting difficulties met in the effort to determine 
the mental condition of the patients were by no means wholly overcome. As far as 
it was a question of standard, we have few of these to facilitate judgment between 
normal and abnormal mental products, normal and abnormal social behaviour, in 
the East African. Too confident approach from European standards may be 
misleading in any branch of medicine in East Africa. The aments were determined 
comparatively easily. The mentaily disordered were placed each in a provisional 
class based upon salient psychiatric features. 

Results.—The final result of the neurological surveys may be reasonably called 
surprising. Forty-seven of 52 cases with positive serum and all 10 negative cases 
added to the series on suspicion, showed neurological signs. In other words, clinical 
grounds were found for believing that 90% of the positive, 20% of the negative, and 
altogether 55-9% of 102 mentally disordered and mentally deficient adult male 
natives, might be suffering, some severely—some moderately, some doubtfully—from 
spirochwtal infection of the nervous system ; moreover the belief received support 
from a positive serum in 82% of the total believed clinically to be affected. 

The results of examination of the cerebrospinal fluids were naturally awaited 
with great interest. They increased perplexity. Taking five cells as minimum 
evidence of pleocytosis, the inquiry found only 13 cases with increased cell count; 
and one was amongst the five negative serum controls with no clinical signs. There 
were only six cases of increased globulin but only two of these were in cases which 
showed pleocytosis. One with 59, one with 31 cells, was reported negative to the 
Pandy test. 

The result of the Wassermann test of the fluids came more definitely into 
conflict with the clinical evidence. The test was performed in 30 of the 57 cases 
with neurological signs. Three of these were returned as positive, four as doubtful, 
twenty-three as negative. 

The evidence of our biochemists concerning the Lange colloidal gold reaction must 
now be heard. This test was made in 51 of the 57 cases with neurological signs. 
The result was of either paretic or luetic type in all the 51. 

Judgment may be assisted by tables of the total results prepared in a con- 


centrated form pivoted on the table of blood-serum reactions already shown 
(Table I). 


TABLE III.—TWELVE CASES WITH DouUBLE PosITIVE SERUM REACTIONS 
(KAHN AND WASSERMANN) 


No. Mental Pupils Dises Reflexes Other Blood Cc. 8. F. 
—_— —_—+~——  ~—sineuro- _-—— _————— — 
Reaction Size Knee- Ankle- logical Kahn W.R. Cells Globulin W.R. Lange C, Gold 
jerks jerks signs 

9 Epileptic oe 4 t t t + + ++-4 f 5 Neg. 5444432100 
10 Manic ... mee + t +++ ++ 5 2455542000 
12 Manic ... ke 3 + + | t+4 +4 } 1355543100 
19 Manic... sar + t t t + 4 + + 18 Doubtful 2254210000 
25 Post-encephalitic + + + } } } ot 0122210000 
36 Depressed a t+ + + t++4 + Neg. — 1256221000 
44 Depressed | + +44 | 1124320000 
66 Senile dement + + +-++-+4 -4 2233210000 
78 Dement t + + + ae - } 2355420000 . 
83 Ament ' } + t + + + +4 1455533000 
85 Dement { + + + ++ +44 1 Not done 
93 Ament + - + } 4-4 n Neg. 1248210000 


The signs were :— 

No. 9.—Deficient reaction of pupils, the left greater than the right. Pathological 
pallor of left disc. Knee- and ankle-jerks absent. Epileptic fits. Lingual tremor. 
Only five cells. Globulin and Wassermann reaction both negative. The gold 
curve—a paretic trend. 

No. 25.—No history. Pupils sluggish, dises normal. Knee- and ankle-reflexes 
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not elicited. Parkinsonian facies, hypertonia, typical gait, tremors of limbs, palilalia ; 
and a positive serum to both tests. The cerebrospinal fluid was negative except to 
the Lange, and the type of curve is consistent, I think, with the suggestion that this 
sase would be described in Europe as one of syphilitic mesencephalitis. 


TABLE IV.—FOURTEEN CASES IN WHICH ONE SERUM REACTION WAS POSITIVE, 
THE OTHER DOUBTFUL OR NEGATIVE 
;1 Positive W.R. and Negative Kahn. 
14 Cases /7 Positive Kahn and Doubtful W.R. 
(6 Positive Kahn and Negative W.R. 





No. Mental Pupils Discs Reflexes Other Blood Cc. 8. FB. 
—_ - —_ - a neuro- —_— 
Reaction Size Knee- Ankle- logical Kahn W.R. Cells Globulin W.R., Lange C. Gold 
jerks jerks signs 

59 Catatonic t + + + Neg. t 2344210000 
22 Ament n | { t+ Doubtful 1244321000 
28 Manic t t t | t ” 7 3355542000 
55 Epileptic | ++ - Neg. 2334321000 
62 Deaf Mute t t + t om Doubtful 2355421100 
80 Euphoria t t + + + + es 5 2455420000 
81 Ament t + ” 1244210000 
84 Ament No clinical signs | ” Not done 
39 Ament " ‘ + Neg. Neg. 12332400000 
65 Ament t t t ” 15 - 1554221000 
67 Delusional { ” 2 1233220000 
82 Euphoria t+ ” t 2244310000 
87 Ament + + -+ % 1283200000 
88 Delusional t { ++ 2222110000 


No. 62.—Normal pupils, suspicious pallor of dises. Exaggerated jerks. Ankle 
clonus, paresis of left arm with athetosis of hand. No spasticity. Cell count and 
globulin test negative. Wassermann reaction doubtful in serum and fluid. The 
gold curve—a paretic trend. 

No. 80. One Argyll-Robertson pupil, a normal disc. Unequal knee- and absent 
ankle-jerks. Marked hypotonia. He was maniacal and elated. I regarded him 
as tabo-paretic. Wassermann reaction doubtful in serum, not tested in the fluid. 
Cells only five, globulin test negative. The gold curve—again a paretic trend. 
After two courses of novarsenobillon he improved, and lost his excitement. He 
now goes out daily in a working party. 


TABLE V.—THIRTEEN CASES IN WHICH THE KAHN WAS THE ONLY SERUM TEST 
AND WAS STRONGLY POSITIVE 
one ++-+4 
13 Cases with positive (serum) Kahn only ; 5 +++ 
io. +44 
No, Mental Pupil Dises Reflexes Other Blooa : C. 8. F. 
nile - —+——_ neuro- 
Reaction size Knee- Ankle- logical Kahn Cells Globulin’ W.K. Lange CU. Gold 
jerks jerks signs 

50 Ament is { t t + + +++4 Not done 
71 Confusional ... ' t ++4 Not done 
73 Delusional + + + Neg. 1122320000 
74 Dement + +4 Neg. 1855442200 
105 Manic +++ 65 + 5555421000 
108* Delusional = ' + t + rTs4 40 r ++ 5555542100 
12 Nonefound ... } + + + Not done 
5| Ament ne + + +4 1255543200 
54 Ament sas } } $ + +4 Doubtful 1254310000 
97* Grandiose ... 4 { t ++ Noreport ++4 Not done 
100 Confusiona] ... } { +--+ Neg 1234210000 
103 Dement ra + + + ++ Neg. 1343100000 
110 Dement (senile) } + + + + 59 5544321000 


* Died. 


The general character of the results is continued here. The most notable cases 
were Nos 105, 108, 110 and 97. Each of these was diagnosed by the first clinical 
survey as dementia paralytica. 
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TaBLeE VI. 
Four CASES CONSIDERED PREVIOUSLY TO BE DEMENTIA PARALYTICA. 
Pupils Reflexes Blood Cc. 8. F. 
— — ——, — m= 
h is 
e a6 “ s 3 

: s @ = Ss, ia = e 42 x x5 

No. History 5 = i 2 ther signs 3 . 8 z e a 

= Z 3 oS - 

105 Second admission Slight L>R N N_ Scars on legssaid +++ Not 50 + Not 5554210000 

for maniacal be- to be yaws. En- tested tested 
haviour. Dull larged and hard 
and apathetic in inguinal glands. 
hospital ; chewed Further exami- 
off finger ; septic- nation not pos- 
emia menin- sible 
gitis; death 
(P.M.?) 
108 Second admission None Con- Absent Abdominals very +++ Not 40 + ++++-— 555554210 
for maniacal be- tracted brisk. Crema- tested 
haviour. Senile. sterics absent. 
Delusional. Tongue pro- 
tudes to L. with 
tremor. Inco- 
ordination. Myo- 
cardial degene- 
ration. Albu- 
min. Enlarged 
and hard = in- 
guinal glands. 

110 Senile. Demented V.Slight L>R 4+++4+ N_ Lingual tremor. ++ Not 59 - Not 5544321000 
Myocardial de- tested tested 
generation, 

Enlarged and 
hard inguinal 
glands 

97 Admitted after Slight ++++ +++ Abdominals very ++ Not No peed No report 

two maniacal as- brisk. Lingnal tested report 
saults. Noisy and tremor. Dysar- 

elated; proclaim- thria. Enlarged 

ed himself King and hard in- 

of Uganda. Pneu- guinal glauds 


monia; death. 


The table gives the details of the four cases. No. 105 was a fine fellow, an 
Acholi from the middle Nile district; in ethnic sense more Hamitic than Negro. 
He was in the King’s African Rifles and brought a history of yaws, with syphilis 
denied. This was the closest contact with yaws made by the inquiry, but scarcely 
reliable. Post mortem we found the sternomastoid gland also enlarged; atheroma 
of aorta; liver much reduced in size and showing advanced coarse cirrhosis ; 
spleen fibrotic ; brain very small, convolutional pattern simple and loose, great 
excess of fluid, a thin layer of pus over the whole organ. The condition of the 
brain from the septicaemia made microscopic examination impracticable. 

No. 108 offers a complete picture. The Wassermann reaction of the fluid is in 
line for the first time. This patient died shortly before I sailed. We found a small 
fibrotic heart and advanced aortic atheroma ; fine hepatic cirrhosis ; enlarged spleen ; 
fibrotic kidneys and enlarged mesenteric glands ; cedema of the lungs. The meninges 
were thickened and adherent. The convolutional pattern was loose and there was 
wasting of the frontal area and around the Rolandic fissure. The brain weight was 
404 oz. Microscopically, Dr. Vint found nothing of importance beyond some packing 
of the perivascular spaces with lymphocytic and plasma cells. 

No. 97 was not reported upon fully. The cell count and globulin test are here 
in harmony. The Wassermann result in the fluid was returned as shown in the 
table. The post-mortem examination showed an atrophied heart ; early aortic 
atheroma ; old perihepatitis and two scars on the capsule of the liver ; spleen 
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enlarged, capsule thickened ; skull dense and hard to cut; excess of cerebrospinal 
fluid: turbid; arachnoid adherent, tissue cedematous; hemispheres shrunken 
especially in pre-Rolandic area. 

Microscopic examination.—Liver: unicellular cirrhosis. Brain : Generalized 
changes most marked prefrontally where the cortical measurements were below the 
native averages and the laminw were difficult to recognize. Pyramidal cells were 
few in the supragranular layer and were markedly degenerated. There was much 
new capillary formation. The blood-vessels showed endothelial proliferation and 
the perivascular spaces were packed with lymphocytes and plasma cells; the 
neuroglia seemed increased. Degeneration was found in the pyramidal tracts of 


the cord. 
TABLE VII. 


THIRTEEN CASES IN WHICH THE KAHN WAS THE ONLY SERUM TEST AND WAS WEAKLY POSITIVE. 


No, Mental Pupils Dises Reflexes Other Blood : Cc. 8. FP. 
= — ptnelicetltin neuro- 
Reaction Size Knee- Ankle- logical Kahn Cells Globulin W,R. Lange C. gold 
jerks jerks signs 
48 Ament t + + + + + Doubtful 1255410000 
52 Delusional } t +4 + 1232000000 
53 Post-encephalitic } + + Neg. 1355543100 
69 Epileptic f + + + 1244210000 
72 Epileptic + - + + t { 2355442210 
98 Euphoria t : + + + +-++4+— ? 1254820000 
ge Ament +- + t 6 Neg. 1245321000 
104  Stuporose + t { Neg. 1255410000 
106 Manic t t + + t + } +) Neg. 1244210000 
109 Senile dement + 1121000000 
lll Dement | No clinical } 1111100000 
112* Dement | signs | 0000000000 
113 Agitated + 1111000000 
* Died. 


The anomalous results are continued consistently here except in No. 98, in which 
for the third and last time the Wassermann reaction of the fluid was positive. Par- 
ticular attention is due to the last four cases where the gold curves tend to agree 
with the negative clinical examination, although the weakly positive Kahn might 
suggest a taint. 

No. 112 is of peculiar interest. The patient was classified in the mental survey 
asa case of premature dementia. In the original series of 113 and in subsequent 
admissions, I found a number of similar cases which I have referred to more fully 
at the other opportunities so generously given to me to relate some of our difficulties 
in Kenya. All of these had been subjected to the mental strain of European 
education and other civilizing influences. We had no information about this youth 
except that he had been found wandering; his conversation, however, strongly 
suggested education. Clinically he was an acute case, maniacal at first, subsequently 
apathetic. There was a trace of albumin in his urine. He died from pneumonia 
without having had a cough, sputum, or increased respirations, and!with a subnormal 
temperature all through the brief illness. Dr. Vint, our pathologist, reported nothing 
of note until the brain was examined. Microscopically the measurements of the 
laminee of the prefrontal area were only slightly below the average normal East, 
African measurements. The pyramidal cells appeared deficient in number, 
particularly in the supragranular layer, and were irregular in size. The cytoplasm 
stained unevenly and on the whole poorly, and had a fragmented appearance. There 
was an absence of basophilic granules. The nuclei were swollen and in many cells 
had lost: their chromatin. In a number of cells the nucleus had disappeared; the 
cells themselves were obviously disintegrating. The blood-vessels were healthy and 
no perivascular infiltration was found. 

I hastened to look up Mott’s observations on the brain in demeutia preecox and 
found that his illustrations might, on the whole, have been illustrations of the 
cytological appearances in this case [10]. 
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Fic. VIII.—TeEN Cases WITH NEGATIVE SERUM WHICH SHOWED CLINICAL SIGNS AND FIVE 
NEGATIVE CASES WITH NO CLINICAL SIGNS TAKEN AS CONTROLS. 
TEN NEGATIVE (SERUM) CASES WITH CLINICAL SIGNS. 





No. Mental Pupils Dises Reflexes Other Cc. 8. F. 
—*— —'?— neuro- c “ ~ 
Reaction Size Knee- Ankle- logical Cells Globulin W.R. Lange C. gold 
jerks jerks signs 

7 Epileptic + $ + + Neg. 1245432100 
46 Ament + Neg. 1244310000 

47 Ament $ t Not done 
57 Epileptic t + Neg. 1244331000 
75 Dement + Neg. 1244210000 
76 Ament + + + Neg. 1233211000 
77 Deaf-mute + t 1244110000 
79 Ament + + + + 31 Neg. 1254310000 
90 Dement + Neg. 1223210000 
102 Dement + + Neg. 1454200000 

FivE NEGATIVE (SERUM) CASES WITH No CLINICAL SIGNS. 

26 Ament | Neg. 1110000000 
38 Ament Neg. 1122100000 
34 Ament . No clinical signs 7 Neg. 1133221000 

68 Confusional Not done 

91 None found Not done 


In the ten cases here the agreement between the clinical signs and the Lange 
reaction is fully maintained while the cell count, except in one case, the globulin 
test, and—when made—the Wassermann test of the fluid, agree with each other and 
the negative serum test. 

No. 79 was an ament with psychotic tendency. Pupils sluggish. Knee- and 
ankle-jerks unequal. A small amount of albumin in urine. Inguinal glands 
enlarged. Cremasterics and abdominals not elicited. Inco-ordination present 
(f. to n.). 

In the five cases taken as controls two gold curves are of the type which may 
be regarded as either negative or doubtful. The third curve is stronger and finds 
weak support from the cell count. The patient, No. 34, was an ament with super- 
added psychosis, and a murderer. Re-examination confirmed the negative clinical 
tindings. The knee-jerks were obtained only on reinforcement. 


TaBLe IX.—THIS SUMMARY MAY ASSIST JUDGMENT. 


Series of 102 Male Adults 
In 52 Positive Serum Cases 47 had neurological signs. 
” 50 Negative ” ” 10 ” ” ” 


57=55'9 per cent. 
Signs found were : 


Pupils Optic discs Deep Reflexes 
Reaction deficient 31 Pallor 3 Knee Ankle 
m absent 7 Definite atrophy 2 Absent 19 
Inequality 18 Papilleedema 1 Unequal 17 9 
Dilated 5 Exaggerated 18 8 
Contracted 3 
Other neurological signs found were :— 
Epilepsy Ocular palsy Dysarthria Inco-ordination 
Parkinsonian syndrome Facial _,, Palilalia Ankle clonus 
Monoplegia Facial tremor Tremor of limbs Hypotonia 
Athetosis Lingual ,, Astereognosis Hypertonia 
The cerebrospinal Jluid was reported upon in 51 of the 57 cases, as follows :— 
Pleocytosis (range 5 to 59) 18 cases W. R. 
Globulin increase . « Positive 3 
Lange colloidal gold reaction Doubtful 4 
Positive 51 ,, Negative 23. Total 30 cases 
The 51 positive gold curves may be classified arbitrarily, as follows :— 
Typical Paretic 3 
Paretic trend 20 


Luetic type and trend 28 
51 
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The results of treatment up to shortly before the time when I left Kenya may 
be of further help. By August 1, 13 cases of the series had received two courses 
of either novarsenobillon or bismuth, with potassium iodide and mercury in the 
interval; of these two had improved, and three had improved greatly, physically and 
mentally. By the same date 31 had received similarly one course; of these four 
had improved, six had improved greatly and two of them had been discharged. 
Three of the total of improvements were of patients who had received novarseno- 
billon, 12 of patients who had received bismuth. 


COMMENTS. 


The clinical survey was carried out single-handed; its results are therefore 
expressions of the unchecked judgment of one observer only. 

The serum reaction by the Kahn test supports generally the clinical result. 
Disagreement between the clinical finds and the Kahn results is found (1) in five cases 
where the Kahn result was only one + and there were no clinical signs, (2) in ten 
cases where the Kahn was negative and clinical signs were found. These are not 
unusual results. 

The Wassermann test of serum and of cerebrospinal fluid does not support 
generally the clinical result and the Kahn result in the blood. This test, however, is 
not wholly free from suspicion in Kenya, and further discussion on my part could 
not be profitable. 

The comparative failure of cell count and Pandy test to support clinical evidence 
and Kahn result is capable of more than one interpretation. Dr. Cormack has 
offered me the view that it suggests chronic disease. 

The Lange colloidal gold reactions support with remarkable consistency the 
results of the clinical survey and of the Kahn reactions. If they may be taken to 
indicate predominance of a meningo-vascular type of disease, as the clinical evidence 
may seem to do, then the ultimate results of treatment should be of great interest. 

In Kenya access to authority is limited, but on the question of the value of the 
gold curve I have found confidence in its sensitivity expressed by several authorities 
but definite doubts from the high authority of Dr. Greenfield, and therefore I must 
be respectfully silent. JI beg to remind you, however, that in a series of cases 
recorded by Worster-Drought, Roche Lynch, and Fry, several cases of apparently 
undeniable tabes and other forms of neurosyphilis were cited in which the sole change 
in the cerebrospinal fluid was a positive Lange [11]. With some temerity I venture 
to doubt whether our present laboratory tests are the last word in sero-diagnosis. 
Of a remote hereditary taint they may not speak at all. 

Some considerations.—On the question of whether the morbid conditions 
encountered by the inquiry are reactions to syphilitic, framboesial, or unknown 
infection, I suggest that the word “ neurospirochetosis” may stimulate research 
to provide a more precise and euphonious substitute. In Kenya, where the 
question is more than academic, it is fortunate that one line of treatment seems 
to meet the situation. 

The works of Drs. Manson-Bahr [12], Castellani [13] and Stitt [14], provide 
the tropical practitioner with knowledge of the diseases prevalent in the tropics that 
are not found in temperate regions; and the Tropical Diseases Bulletin is a rare 
example of what such summaries should be. I trust it is not presumptuous to say 
that, to.my mind, the recruit to medicine in the tropics needs a volume on the 
clinical aspects there of diseases common to all climates. The manifestations of 
disease in one race are not necessarily those in another race. In all East African 
medicine concepts must be kept in flux while East African clinical standards 
remain unestablished. 

In Europe the traditional dividing lines between syphilitic affections of the 
hervous system are disappearing in favour of broader concepts, as pathology and 
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research increase knowledge of the oneness of neurosyphilis. Even the syndrome 
called dementia paralytica may be largely meningo-vascular, and the manifold 
manifestations of cerebrospinal syphilis conform, not to preconceptions, but to site 
of reaction and the still more uncertain physical and mental integration of the 
human organism attacked. The European physician has also the problem of change 
in the clinical aspects of disease, made visible by the philosophic study of 
Sir Humphry Rolleston [15]. 

In East Africa then, search for neurosyphilis may yield little if the explorer 
carries only rigid pictures of European G.P.I. and tabes to scrutiny of a race 
differing from ourselves in heredity, historical experience, culture, and environment, 
‘and in physiological and psychological reaction. If we know that the East African 
human organism is different we have yet to learn whether the other factors which 
constitute East African disease are not also different. We have our special problems 
in the question of the relationship between what we call yaws and what we call 
syphilis, and if they are two—in the questions of the influence of each upon each 
and of endemic malaria upon both now and through the centuries. 
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Icterus Gravis Neonatorum and Allied Diseases 


By ReGiInaLp LicHtwoop, M.D. and J. C. HAawks.Ley, M.D. 


From the Research Department, the Hospital for Sick Children, Great Ormond Street. 


Introduction.—During the last half-century various types of neonatal jaundice 
have been differentiated, and one important variety which has emerged is characterized 
by familial tendency, an onset within the first forty-eight hours of life, rapidity of 
development to a deep tint, high mortality rate and, in those cases that recover, a 
tendency to certain sequel (vide infra). This type of jaundice, icterus gravis, has been 
found to present important haematological and pathological features, consisting of a 
great excess, in the peripheral blood, of immature red cells and to a less extent of im- 
mature myeloid leucocytes, together with widespread areas of extramedullary heamato- 
poiesis [1], most marked in the liver. Accompanying these changes are found a 
severe anwmia and biochemical evidence of excessive haemolysis, including a positive 
indirect van den Bergh reaction sometimes amounting to thirty-five units. The 
extramedullary hematopoiesis was named erythroblastosis by Rautmann [2], and 
similar pathological changes appear in hydrops fetalis [3) and hemolytic anemia 
of the new-born. The appearance of numerous immature red cells in the peripheral 
blood has been called erythroblastemia. Thus erythroblastosis foetalis comprises 
three differing clinical syndromes, which may overlap, and the same mother may 
beget successive children presenting in turn these different manifestations [4, 5]. 

Hematology.—Two features are apparent in the blood ; first a severe hemolysis, 
and secondly evidence of considerable regenerative activity which is shown by 
an outpouring into the circulation of the newly produced immature red cells, 
megaloblasts, normoblasts and reticulocytes, together with a smaller number of 
immature white cells (embryonic blood-picture (6]). In the infant this blood-picture 
is indicative of a severe hemolysis with intense regenerative activity of the blood- 
forming organs. In infants that do not die this response results, after the cessation 
of the hemolysis, in a return of the blood to normal. 

Pathology.—Pathological examination in cases of infants that have died at various 
stages reveals, at the height of the jaundice and when anemia is most severe, foci of 
blood-forming tissue, principally erythropoietic but partly myelopoietic, in most 
organs, particularly the liver. These foci bear striking resemblance to the blood-forming 
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areas to be found in a foetus of about twenty-four weeks [7], and suggest that the 
organism is combating the haemolytic process by reverting to embryonic blood 
formation, the function of its marrow being insufficient to produce the number of extra 
cells required. As the anzmia recovers, these foci diminish in size and then 
disappear. 

Besides this extramedullary blood formation, certain other pathological changes 
are found. In the liver, at the height of the disease, toxic changes and even necrosis 
of cells may be seen, and there is a deposition of bile-pigment and iron. In a 
proportion of cases we have noted the appearance of early fibrosis [7], but only in 
infants dying after an interval of a few weeks. How far this change may lead 
eventually to cirrhosis is still under investigation. In the spleen also, after 
' disappearance of erythropoiesis, some fibrosis has been observed. As shown by 
Schmorl [8], staining of the basal nuclei occurs in a small number of cases. To this 
pathological condition Orth {9| applied the term kernikterus. It appears that the 
cerebral staining, which also affects nuclei in the medulla, is responsible for certain 
of the deaths cccurring within the first five days, and is a cause of residual extra- 
pyramidal symptoms at a later age-period (spasticity, athetosis, mental defect). If 
our description of connective tissue changes in the liver can be confirmed, then our 
correlation of hepatic and extrapyramidal cerebral lesions in erythroblastosis foetalis 
will help to elucidate the analogy already noted by Wilson [10] between progressive 
lenticular degeneration and kernikterus. The significance of erythroblastosis in the 
wtiology of certain cases of idiopathic infantile cirrhosis and of splenic anzmia 
also requires consideration. 

Clinical features of icterus gravis.—Clifford and Hertig [11] reported an incidence 
of one in 340 births, and Hampson [12] estimated from the returns for England and 
Wales during a seven-year period that 1,800 infants died of neonatal jaundice, which 
he believed probably to be icterus gravis. The condition is often familial, but by no 
means always so. Rolleston [13] believed that the toxwmias of pregnancy played a 
part, and published cases in support of this. An extensive survey of the literature 
shows that, with some notable exceptions, pregnancy is normal, though hydramnios 
may occur. The incidence of obstetrical difficulties bears no relation to its occurrence. 
The placenta may be enlarged to about double its normal bulk [11], the liquor amnii 
may be yellow and the vernix caseosa golden in colour |14, 15]. 

Jaundice may be present at birth or it may appear during the first forty-eight 
hours and sometimes later. Often the colour is first noticed in the face, spreading 
later to the trunk and limbs. In character it is mainly hemolytic, with urobilinuria 
and a positive indirect van den Bergh in the serum. From plugging of the smaller 
bile-ducts with viscid bile, and from destruction of the liver cells, a biphasic or even 
a strong direct reaction may be obtained. The depth of the jaundice may wax and 
wane in response to periods of increased blood destruction. The icterus may have 
disappeared in two or three weeks or may persist for two months or more. 

In addition to the jaundice the following symptoms may occur: As a result of 
the hemolysis a hyperchromic anemia is invariably found and is, therefore, 
necessary for the diagnosis. After the anzwemia, drowsiness is the next most constant 
symptom. In many of the cases a hemorrhagic tendency is manifest and purpura, 
umbilical bleeding, meleena, hematemesis and intracranial haemorrhage may result. 
The liver and, particularly, the spleen are probably always enlarged. Fever, though 
not usual, may be present. Nervous manifestations are greatly to be feared, for 
from repeated convulsions and medullary failure they may lead to early death, or 
mental deficiency may result. 

Diagnosis.—The diagnosis of icterus gravis neonatorum cannot be made at a 
glance, though on occasion the history may suggest it. The presence of golden- 
yellow vernix caseosa should always arouse suspicion. One common condition— 
simple physiological jaundice—and several uncommon ones have to be differentiated, 
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but the diagnosis can almost always be established, provided certain ordinary clinical 
and laboratory investigations are made. Thus the presence of splenomegaly and 
hepatomegaly should be established during the ordinary clinical examination, and the 
urine and stools must be examined for bile-pigments. A complete blood-count is an 
essential item of the investigation because anzwmia is always present and erythro- 
blastzemia isthe rule. Congenital syphilis requires to be excluded in every case, and 
this can be done by applying the Wassermann test to both the parents as well 
as to the infant. Radiography of the infant’s bones may also be of value in 
establishing the diagnosis of congenital syphilis. Very occasionally acholuric 
jaundice begins in the neonatal period and to exclude this a fragility test may be 
required. The van den Bergh reaction is of academic, rather than of practical, 
importance but a pure indirect reaction excludes congenital obliteration of the bile- 
ducts. 

Simple physiological jaundice arises about the third day—later than icterus 
gravis—and is neither so severe nor so prolonged. The baby is not ill and not 
anemic, and little or no erythroblastzemia occurs. In congenital obliteration of the 
bile-ducts the jaundice usually appears later and, once established, lasts until death. 
Moreover, the condition is always fatal and the stools are bile-free except for 
occasional traces of bilirubin excreted directly from the blood into the colon. 
Erythroblastzemia is not present and ansmia occurs at a later date. Neonatal 
sepsis with jaundice, congenital syphilis with jaundice, and acholuric jaundice can 
be excluded by the appropriate investigations. Certain neonatal states, such as 
melena neonatorum and intracranial trawma, when associated with physiological 
icterus, may mimic icterus gravis more or less closely. The state of the blood and 
the presence of splenomegaly will usually serve as diagnostic guides. 

T'reatment.—In our experience, repeated transfusions of citrated whole-blood is 
the treatment of choice |4, 7, 15, 16, 17], and is superior to any other advocated. 
The mode of action of the transfused blood is by substitution and we take as a guide 
the level of the red cell count. If there is an anemia with substantially less than 
4,000,000 red cells per c.mm. we advise small transfusions at short intervals until the 
erythrocyte level is maintained spontaneously above that level. Breast-fed infants 
should be kept on the breast, fluids should be administered freely to facilitate the 
excretion of the products of hemolysis, and glucose {18| may be advised on account 
of its probable protective action on the liver cells. 

We gratefully acknowledge the assistance rendered by the Honorary Staff of the 
Hospital for Sick Children in permitting access to their clinical and pathological 
materia], and to the Medical Research Council for helping to defray the expenses of 
our investigations. 
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DISCUSSION ON SYMPATHECTOMY FOR 
DYSMENORRH@A 


Professor A. A. Davis: Surgical interference with the nerve-supply of the 
pelvic viscera was first advocated in the treatment of pelvic neuralgia by Jaboulay, 
of Lyons, so long ago as 1899, but it is only within recent years that resection of its 
various constituents has been practised with any degree of frequency. These 
procedures have, indeed, been adopted of late with an almost unhealthy enthusiasm, 
particularly in the continental countries, in many instances upon doubtful anatomical 
and physiological premises; and it is the object of this paper to attempt, by 
‘correlating the writer’s anatomical and operative researches with those already 
published, to assess the individual and comparative value of the various operations 
in question. For this purpose it is proposed primarily to examine the anatomy and 
physiology of the pelvic autonomic nervous system in some detail, and then to 
discuss its surgery, as far as possible, on these fundamental bases. 

Anatomy.—The general disposition of the nerve-supply to the pelvic viscera is 
shown in the accompanying diagram, which represents the average findings in 
upwards of 60 dissections. From this it will be seen that the lower abdominal 
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(sympathetic), and pelvic (sympathetic and para-sympathetic) constituents of the 
autonomic nervous system converge to terminate almost in their entirety in forming 
the large pararectal pelvic plexuses, from which branches are distributed to all the 
pelvic viscera (with the exception of the ovary, which is supplied separately by 
long filaments from the upper abdominal sympathetic). It is true that the bladder 
and rectum receive long direct branches which do not traverse the pelvic plexus, 
but these are few and of comparative insignificance in the present connexion. 

The abdominal supply arises from the intermesenteric nerves, long trunks, 
varying in number from one to three, lying on each side of the aorta. They are 
formed by short roots from the solar plexus above and the sympathetic ganglionated 
chain laterally, and terminate below by fusing at the level of the aortic bifurcation 
to produce the so-called “presacral nerve.” There are normally three inter- 
mesenteric nerves on the left side and two on the right, but these are variable, a 
lesser number being comparatively common, although the proportion is always 
maintained. 

The presacral nerve—better, but less commonly, termed the superior hypogastric 
plexus—lies behind the posterior parietal peritoneum upon the bodies of the last two 
lumbar vertebrae, with the partial intervention of the left common iliac vein. It 
may take the form of a single nerve, but usually consists of a plexus formed by two 
or more parallel strands. It extends from the level of the bifurcation of the aorta 
to the sacral promontory, at the lower border of which it widens into the middle 
hypogastric plexus. 

The structure which I have ventured to name the middle hypogastric plexus is 
an isosceles-shaped mass lying in the upper part of the sacral hollow. It is not 
invariably present, and its purpose is to serve for the gradual division of the superior 
hypogastric plexus into its two terminal inferior hypogastric plexuses. These latter 
are long narrow plexiform arrangements of two or three parallel nerves which diverge 
widely from their origin and run outwards along the lateral pelvic wall, to enter the 
pelvic plexus via the uterosacral folds. 

The pelvic roots of the pelvic plexus are the nervi erigentes and branches from 
the sacral sympathetic trunk ganglia. The former are long fine branches of tough 
consistency arising from the anterior primary divisions of the second and third sacral 
nerves, and the latter are very fine filaments from the corresponding sacral ganglia. 
Both pass directly to the pelvic plexus, to which the nervi erigentes contribute the 
main parasympathetic supply. 

The pelvic plexuses—the structure of which I have elsewhere described in some 
detail—are wide sheets of plexiform nerves lying on either side of the ampulla of the 
rectum. With the exception of two or three direct branches, the pelvic viscera 
receive the whole of their nerve-supply via these plexuses, the majority of whose 
branches are destined, in the female, for the uterus. The nerves of the latter organ 
enter it at the cervix, at the side of which they communicate in a plexiform manner, 
to pass finally inwards to ramify in and upon the surface of the whole viscus. 

The nerve-supply of the ovary.—The so-called “ ovarian plexus ” arises by three 
roots from the renal, solar, and ovarian ganglia, and consists of two very fine but 
extremely strong intercommunicating filaments. It courses with the ovarian 
vessels, and enters the ovary via the hilum, to supply all its constituents except the 
ova. (1 have made exhaustive investigations into the question of the communication 
of the ovarian plexus and the uterine nerves from the pelvic plexus, including gross 
and microscopic dissection of the mesovarium, and as a result am convinced that 
the two systems do not anastomose and are alweys permanently separate, a fact of 
considerable surgical importance.) 

The central connections.—The sympathetic spinal centres for the pelvic viscera 
are placed in the lower dorsal intermedio-lateral tract, and the parasympathetic in 
the medio-ventral column of the sacral cord. In addition, an accessory sympathetic 
centre is present in the lumbosacral intermedio-lateral tract. All are efferent in 
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function ; the corresponding afferent centres are unknown, but they probably lie in 
the posterior root ganglia. 

Histology.—I have elsewhere described in some detail the normal and pathological 
histology of the nerve-tracts under discussion, together with that of their distribution, 
so that no more than a short summary need be given here. Normal microscopy 
shows that the nerve-tracts themselves consist of a series of innumerable micro- 
ganglia joined by nerve relays of varying length, the contained ganglion cells being 
of the typical sympathetic type. Further ganglia are present at the sides of the 
viscera supplied, but the intrinsic supply of these organs is simple, ganglion cells 
being conspicucus by their almost complete absence. 

Physiology.—In the almost complete absence of precise knowledge of the physiology 
of*the autonomic nervous system in general, it is impossible to make definite 
statements concerning that of its pelvic constituents in particular. But while 
experimental physiology has been apparently so unproductive in this field, a 
considerable amount of valuable information has accumulated as one of the results 
of the empirical operative excision of various portions of the pelvic autonomic system 
in the human subject. The physiological data which have accrued from these 
observations may be summarized as follows :— 

(1) The abdominal root (presacral nerve) of the nerve-supply to the pelvic viscera 
is inhibitory, vasoconstrictor, and possibly sensory to the uterus, bladder and 
rectum. 

(2) The pelvic root (nervi erigentes) is motor, vasodilator, and possibly sensory 
to these organs. 

(3) As with the autonomic nervous system generally, the sensory function of 
that portion which supplies the pelvic viscera is extremely doubtful. There is no 
doubt of the facts that sympathectomy does relieve pain, and that the permanency 
of this pain must eliminate a purely vasomotor explanation, but the postulation of 
a pain-sensory function to the autonomic system demands more accurate anatomical 
confirmation before it can be definitely accepted. 

(4) The ovarian plexus controls the degree and rapidity of maturation of the 
ovum, probably indirectly by action on the blood-vessels. 

It will be noticed from the above that while some older theories are confirmed, 
more recent ones remain hypothetical. All, however, retain an important bearing on 
the value or otherwise of the various procedures designed to interfere with the pelvic 
autonomic system. 

Pathology.—It is well known that specimens of the autonomic nervous system 
from apparently normal cases show histological changes, particularly well marked in 
the ganglia, of doubtful significance and possibly post-mortem wtiology. In some 
cases, however, where pelvic pain has been an outstanding characteristic, sections 
of excised pelvic sympathetic trunks reveal the presence of what are almost certainly 
degenerative changes. These consist of nuclear fragmentation in the ganglion cells, 
with peripheral vacuolation and infiltration of satellite cells. In addition, the peri- 
neural sheaths may be thickened as a result of “inflammatory” reaction (Cotte). 
Whether these changes are the cause or the result of the pain must remain doubtful, 
and they are in either case of problematical stiology. ; 

Surgery.—The methods by which the uterine nerve-supply may be interrupted 
are as follows :— 

(1) Sympathectomy proper. 

(A) Uterosacral: (a) Jaboulay’s operation; (b) extraperitoneal resection 
(Molin and Condamin) ; (c) Intraperitoneal resection. 
(B) Ovarian : (a) Infundibulo-pelvic ; (b) hilum resection. 
(C) Resection of pelvic (Frankenhauser'’s) plexus. 
(D) Peri-arterial. 
(E) Presacral. 
(2) Alcohol injection (of pelvic plexus). 
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To discuss the technique and relative value of these procedures in more 
detail :- 

(A) Uterosacral sympathectomy was effected by Jabonlay by the simple method 
of tearing the nerves by forcible separation of the rectum from the sacrum via a 
preliminary post-anal incision. This somewhat brutal procedure has deservedly 
been superseded by careful division of the uterosacral ligaments, either extra- 
peritoneally via the posterior vaginal fornices or under direct vision through an 
abdominal incision. The former operation is somewhat risky on account of the 
blind division of the unligatured large vessels contained in the ligaments, and the 
latter postulates an abdominal incision, while both (if too extensive a nerve resection 
is accomplished) may result in disastrous consequences. By this I mean that if the 
total nerve-supply to the bladder is cut off by too-extensive resection of the uterosacral 
ligaments, urinary retention with “automatic ”’ bladder may ensue, an eventuality 
which, terminating in hwemorrbagic cystitis, resulted in the death of one of our 
patients. Such extensive removal is uncommon, as the nervi erigentes occupy the 
deepest portion of the uterosacral folds near the uterus, and are also somewhat 
widespread in area, but the possibility of disaster has persuaded us to abandon what 
is, after all, a dangerous procedure. 

(B) Ovarian sympathectomy has been effected either grossly, by resection of the 
infundibulo-pelvic ligaments, or more finely, by careful removal of the individual 
nerve filaments at the hilum of the ovary. The object of this second procedure is 
to preserve the ovarian vessels, but the extremely efficient anastomotic supply from 
the uterine artery ensures a more than adequate blood-supply to the ovary when its 
own vessels are divided. But in any case the wisdom of ovarian sympathectomy must, 
in the light of recent research, be called into question, as it has been demonstrated 
that experimental ovarian neurectomy in bitches results in profound changes in the 
follicles, the maturation of which is both delayed and incomplete. There is, of 
course, no doubt that the operation will cure some cases of intermenstrual pain, 
particularly those resulting from sclerocystic disease of the ovaries, but the possible 
physiological effects on the follicles would appear to be a somewhat high price to 
pay for a problematical clinical result. 

(C) The pelvic (irankenhauser’s) plecus has been removed as it lies on either 
side of the ampulla of the rectum. The operation is necessarily a difficult and 
dangerous technical feat, and results in permanent bladder paralysis, for both of 
which reasons it has been largely abandoned even by its protagonists. 

(D) Peri-arterial sympathectomy of the internal iliac arteries was for many 
years advocated by Leriche in the treatment of dysmenorrhvea, and several temporary 
cures have been reported following the operation. But I am convinced from my own 
dissections that the amount of nervous tissue surrounding these vessels is so scanty 
as to be negligible in the nerve-supply of the pelvic organs, and that any relief 
following the operation is the result of vascular trauma rather than of nervous 
origin. In any case it is now well known that peri-arterial: sympathectomy is 
productive of a purely temporary vasodilatation, and that contraction, with recurrence 
of symptoms, is the rule after a short dilatory period. (At the same time it should 
not be forgotten that it was Leriche’s original operation of pre-aortic peri-arterial 
sympathectomy which is the basis of the modern operation of resection of the 
presacral nerve, a fact for which Leriche has obtained very little credit.) 

(E) Resection of the presacral nerve remains the only operation of real and 
lasting value, and I have left its consideration to the last so as to eliminate the 
somewhat evanescent procedures described above. I arrived independently at the 
rationale of the operation as the direct outcome of the work of my chief, Professor 
Telford, who, with Professor Stopford, had perfected the technique of the more 
proximal lumbar sympathectomies, but perusal of the literature showed immediately 
that Cotte, of Lyons, could claim deservedly to be the originator of the localized 
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resection of the presacral nerve. I have elsewhere described in detail the technique 
of the operation, together with its difficulties and dangers, and it is unnecessary to 
go into these again ; but it may perhaps be mentioned that although in most cases 
it is an easy, safe, and harmless procedure, occasional abnormalities may make it 
the very reverse of these desiderata. 

The results of resection of the presacral nerve in the treatment of dysmenorrhea 
are assessed variously by different observers. Cotte himself claims something like 
95% of cures, and his enthusiasm is shared by other continental surgeons. It 
must, however, be confessed that close examination of the individual case records of 
such statistics suggests that a somewhat more optimistic standard is used in their 
assessment than that employed by the writer ; the cases I have personally observed 
show a one-year cure-rate of approximately 50% only. Moreover, in the majority 
of these operations, the sympathectomy has been accompanied by the excision of 
some organ, such as a pathological appendix or cystic ovary, the removal of which 
might alone have been the prime factor in the subsequent result. 

Lastly, I would like to draw attention to a procedure which I have been bold 
enough to advocate (though not to practise), for some little time, in the treatment 
of idiopathic dysmenorrhea, namely, alcohol injection of the pelvic plexus. I have 
used novocain injection of these plexuses from the vagina for local anesthesia in 
small cervical operations (particularly for the insertion of radium in the treatment 
of carcinoma of the cervix), in a considerable number of cases, with extremely 
satisfactory results, and am convinced that their permanent destruction with alcohol 
must have, at least, a beneficial effect in the dysmenorrhwas. Such injection is not 
easy. The amount of alcohol used must be less than sufficient to destroy the whole 
plexus, perforation of the rectum must be avoided, and the presence of the ureter 
and the uterine artery not forgotten. Above all, a fairly accurate knowledge of the 
surgical anatomy of the parts is essential. There is, however, no reason why this 
procedure should not, with practice, be found as easily practicable as the novocain 
injection of the same plexuses. Several cases have already been reported, and their 
results would appear to indicate that the injection is both safe and extremely 
beneficial. 
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Mr. Malcolm Donaldson: My contribution to this discussion deals purely 
with the clinical side and the technique of the operation, and I want it to 
be clearly understood that it represents a preliminary report on an investigation 
which I intend to continue for a number of years. In my opinion it is of value to 
discuss a comparatively new treatment before it is undertaken on a large scale, in 
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order that certain points for investigation can be recorded in every case. If this is 
not done, in a few years’ time an effort will be made to assess its value and conclusions 
may be based on insufficient data. In an ideal world there should be a special central 
authority or society for making independent inquiries into results of treatment of 
diseases, and it would only publish statistics of those clinics which were willing to 
collect and record the data laid down by this central authority. I have in this 
paper set down what I believe to be important points for investigation in the present 
problem. 
Before Operation. 


(1) Is there general weakness during the period ? 
(2) Are there headaches during the period ? 
(3) Is there a feeling of sickness ? 
(4) Is there actual vomiting ? 
(5) Are there fainting attacks ? 
(6) Is there pain during the period? (a) Where is it situated? (b) How long 
does it last ? 
(7) Does the patient have to go to bed ? 
(8) Is she able to do her work ? 
(9) Is there discomfort ? 
(10) What is the duration of the loss ? 
(11) What is the amount of the loss ? 
(12) Is there pain before the period commences? If so, for how long ? 
(13) Are there clots ? 
(14) Is there any difficulty in micturition ? 
(15) Is there any difficulty in getting the bowels open ? 
(16) Has the patient had any previous operation for severe dysmenorrhcea ? 
It would be of interest to record the occupation of the patient—whether it is 
sedentary or active. 


After Operation, while the Patient is still in the Ward. 


(1) Is there any vaginal hemorrhage? If this occurs, state: (a) How soon 
after the operation ; (b) how long it lasted ; (c) whether there was any pain ? 

(2) Is there any trouble with micturition ? 

(3) Is there any trouble with the bowels ? 

(4) Is there any complication during convalescence while the patient is still in 
hospital ? 

(5) Is there any mucous discharge from the vagina ? 


The problem of how to treat the more severe cases of dysmenorrhcea is one that 
every practitioner has to face from time to time. The difficulty arises partly from 
our lack of exact knowledge as to its etiology and partly from the fact that there are 
no physical signs but merely a number of symptoms. That there is often a large 
psychical factor cannot be denied and this also increases the difficulty of assessing 
the value of treatment. On the other hand, it must not be forgotten that the effort 
to bear the severe recurring pain is in itself sufficient to cause the patient to become 
neurotic. 

There are a number of interesting papers on the prevalence and intensity of 
dysmenorrhcea, the data for which has been collected in girls’ schools, and they all 
tend to show that a correct training of the mental attitude in these matters is of 
the greatest importance. Unfortunately, from a statistical point of view, the 
majority of girls leave school between the ages of 17 and 18 and, in my experience, 
this is the age at which severe dysmenorrhcea is most likely to begin. This is also 
borne out by a report of the Committee of the London Association of the Medical 
Women’s Federation, published in the Lancet on July 5, 1930, which states that the 
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incidence of ill-health due to menstruation increases nearly threefold in the first 
eight years of menstrual life, and that pain (all degrees) increases from 28% to 73% 
within this period. In my own experience the condition increases in severity until 
the ages of 22 or 23, when the patient is unable to carry on and seeks medical advice. 
As a result of such papers on early menstrual life, an idea has rather spread through 
the medical profession that all cases can be cured by telling the patient to take more 
exercise and fresh air. One does not doubt that it is easier for young women who 
are in a position to take plenty of healthy out-door exercise and spend much of their 
time in congenial occupation such as sports and games, to bear the pain that so often 
accompanies menstruation, but to tell a typist who has to attend an office from 
9 to 6 each day that she must take more out-door exercise and lead a healthier life, 
is simply to add insult to injury. 

If we investigate the results of drug treatment we realize that something can be 
done to make life bearable in the milder forms of spasmodic dysmenorrhcea, particularly 
in those cases in which the uterus is of normal size and development, but this still 
leaves a large number of cases in which the dread of menstruation has an appreciable 
effect on the mentality of the patient and, moreover, may be the direct cause of her 
losing her employment. In the past, cases that were not relieved by drug treatment 
were submitted to dilatation and curettage. Sometimes in addition to this a stem 
pessary is placed in the uterus for a number of days. But can we really say that 
the results of such treatment are satisfactory ? It is true that perhaps for one or 
even two periods”’ the pain may be somewhat alleviated, but in the vast majority 
of cases the patient comes back, or perhaps more often goes to another doctor and 
states that she is no better. 

We have come here to discuss a comparatively new operation which really does 
seem to give promise of a solution to this problem. As you have already heard, this 
operation was first carried out by Cotte in 1925, but for some years did not receive 
the attention in this country that it deserves. Before this time a modification of 
the present operation had been performed, namely, a peri-arterial sympathectomy of 
the internal iliac arteries. 

Technique.—The operation of presacral neurectomy, which, correctly speaking, 
should be called “ pre/wmbar neurectomy,” is in the majority of cases very simple. 
The patient is placed in the Trendelenburg position, and after having opened the 
abdomen by a median incision which reaches just above the umbilicus, I pack the 
intestines away from the bifurcation of the aorta. I then make a median longitudinal 
incision, about four inches long, in the posterior peritoneum and stretching from the 
bifurcation of the aorta towards the pelvis. Next I seize the left edge of the 
peritoneum and dissect it very carefully off the underlying structures. It is, in my 
opinion, extremely important to dissect the peritoneum quite clean away from the 
structures so as not to drag over to the left any of the nerve-fibres. Having retracted 
this peritoneum, I then do a blunt dissection down through the superficial tissue to 
the left common iliac artery. In doing this it may be necessary to retract the 
inferior mesenteric vessels. Having reached the artery, I then clean the anterior 
surface of the wall for a distance of about one inch. This generally exposes the 
bifureation of the common iliac artery. The same procedure is carried out on the 
right side. Two aneurysm needles are then slipped under as much of the tissue as 
possible, but taking care not to injure the left common iliac vein which forms the 
floor of the triangular space between the two common iliac arteries. In the first 
few operations of this series I ligatured the mass of tissue in two places and then cut 
out about three-quarters of an inch of the nerves and surrounding tissues. More 
recently, however, I have found that such ligaturing is unnecessary and have simply 
cut across all this mass of tissue, which immediately retracts, leaving the vein un- 
covered. I then clean up the surface of the vein in case there may be a few fibres 
adhering to it. The peritoneum is then brought together over the posterior wall with a 
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continuous catgut suture and the abdomen closed. I strongly advise those who are 
doing this operation for the first time to send all the excised tissue microscopically 
examined, in order to be quite certain that nerve-tissue has been removed. 


Results. 


I have operated on 16 cases and in only two of these has any additional operative 
procedure been carried out at the same time as the sympathectomy. In one of these 
a ventro-suspension was performed and in the other a ventro-suspension, plus 
appendicectomy. The following is the result of a questionnaire sent out to each of 
these 16 patients. 

Pain.—lIt is not as easy as might appear to gauge scientifically the difference in 
the pain experienced during menstruation, before and after the operation. Every 
one of these 16 patients was operated on because of excruciating pain and of these 
16, two state that they have no pain whatever, but merely a slight discomfort ; nine 
state that they have slight pain, and five have definite pain. Of these five, four 
have very much less than they had previously, but one case, although the patient 
says she is “ uncertain whether she is pleased with the operation,” is, in my opinion, 
a complete failure. 

In order to judge to what extent the pain has been relieved, certain other 
symptoms have been noted. 

Necessity to go to bed.—Of the 13 patients, who before the operation stated that 
they were obliged to go to bed because of the pain, only one since undergoing the 
operation still finds it necessary to go to bed. 

Capacity for carrying on daily work.—Of the 16 patients operated upon, 11 can now 
do their work during their periods ; one states that she is able to do her work with the 
help of gin; another says that she is unable to do her work, but emphasizes the fact 
that this is due to general weakness and not to pain; and three are still unable to do 
their work. 

Fainting attacks.—Of the 11 patients who were stated to faint because of the 
pain at their periods, not one has had fainting attacks since the operation. 

Vomiting.—Of the 12 patients who complained of actual vomiting during some 
time of their menstrual period, only two have actually vomited since the operation, 
but in addition one, who did ‘not according to the notes vomit before the operation, 
does so now and has filled in the questionnaire that she is sick during the period, 
but apparently does not feel sick. This shows the difficulty of getting scientific facts 
from a questionnaire. 

Feeling of sickness.—Against 14 patients there is a note that they had a 
“feeling of sickness”’ during the period before the operation; their number is now 
reduced to eight. 

Turning now to the other symptoms which are of less interest and importance to 
the patient, we find that in only three patients do the periods seem to last longer than 
previously and in one it would appear that the period lasted for a less time. The 
amount of loss was increased in one patient only. Bleeding was noted to take place 
in eight cases after the operation, definitely did not take place in three, and in the 
remainder, unfortunately, no record was kept. 

As a final effort to discover whether the operation was of value, each patient 
was asked in the questionnaire whether she was still pleased that the operation was 
performed. Such a question may not seem very scientific but the answers give 
further confirmation that the operation is a justifiable one. 

In all the cases but one the patients expressed themselves as extremely gratified 
with the results. In one case the answer was “ undecided.” 

Discussion of results.—It might be said that, since we are judging our results by 
symptoms, the effect of the operation is purely psychological. It must be 
remembered, however, that in seven of these cases the patient had previously had the 
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cervix dilated and the uterus curetted under an anesthetic, and in some of these a 
glass rod had been inserted for afew days. In one case dilatation and curettage had 
been performed on two occasions. In none of these seven had there been any benefit, 
yet in every one of these seven cases the results of neurectomy were as satisfactory 
as in those on whom no previous operation had been performed. 

Tosum up then, of the 16 cases in which this operation has been performed there 
is only one in which I feel that it was of no benefit at all. 


Mr. Sidney Forsdike: On a critical examination of the case reports in the 
voluminous literature we find that the operative procedure covers resection of ovaries, 
suspension of the uterus for retroversion and retroflexion, appendicectomy, freeing 
of adhesions, removal of fibroids in addition to the excision of the nerve plexus. To 
judge from the brief histories given, many of these operations were undertaken for 
minor degrees of pain. It is therefore necessary to define the type of case for which 
such a formidable operation should be performed. 


Sympathectomy for dysmenorrhea.—I think this title is ill-chosen, for it is liable 
to convey the impression that it is suitable for all cases of pain at the menstrual 
period. I would prefer to give it the following rather clumsy description, 
“ sympathectomy—not for dysmenorrboea—but for a recurring periodic menstrual 
pain of such severity as to disable the patient from performing her daily duties.”” It 
will be generally agreed that the operation is only justified for the more uncommon 
cases and is in no way applicable to the large majority which are satisfactorily 
treated by simple measures. On the other hand there are patients who become 
complete invalids each month for two or three days and run the risk of losing their 
posts in consequence. In these cases when all forms of treatment have failed, 
sympathectomy should, I think, be undertaken. 


The operation.—The surgical procedure, unfortunately, presents little or no 
difficulty and, for this reason, is open to abuse; nevertheless there are numerous 
important structures ready to the heavy or inexperienced hand. The only difficulty 
occasionally experienced is a troublesome venous hemorrhage. The incision in the 
abdominal wall needs to be a little higher than usual, to reach the level of the 
bifurcation of the aorta. Spinal anesthesia is an advantage, for the muscles are then 
relaxed and a smaller incision is required. When the peritoneum on the posterior 
abdominal wall is incised and reflected from the fourth lumbar vertebra down to the 
promontory, a triangular space is exposed bounded by the aorta above, the common 
iliac arteries laterally, and a line drawn through the promontory below. This space 
is occupied by connective tissue surrounding the nerve plexus through which can be 
seen the nerve elements, as one or more cords with numerous lateral components. 
The tissue is dissected-up, exposing the anterior common ligament, and is removed 
for the whole length of the triangle; it is wise to apply ligatures to the upper and 
lower cut ends to prevent oozing. 


Results of operation.—It is far too early for me to form any sort of conclusion 
from my small number of cases, and one has to remember that almost any form 
of operation, with the associated rest, results in temporary improvement. Moreover 
the issue is confused in some cases by the removal of a fibroid or the appendix. I 
have, however, determined to pursue this method in carefully selected cases, for it 
does offer some hope for those cases in which the patients go drifting from one 
surgeon to another and living on the barbiturates or the endocrines. 

In one case there was no improvement at all. In two cases there was complete 
relief. In five cases there was improvement but not cure; in three of these the 
pelvic pain disappeared, but the patients complained of cramps in the legs with 
increased flow at the periods. In another, there was complete relief from pelvic pain, 
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but there was a rectal tenesmus with diarrhoea for the first day. In the last one 
the pain was described as discomfort and there was no sickness or diarrhoea. 


Case I.—Patient, aged 33, married thirteen years ; one child, aged 18 years. 

Catamenia, 3/23 ; normal loss for twenty-four hours then scanty. The pain is neuralgic 
in type and commences ten days before the flow and lasts until the onset. During these ten 
days the patient spends a deal of time in bed. Four years ago had radium 50 mgm. 
(twenty-eight hours) ; this had no effect upon the catamenia or the pain. 

Operation: One fibroid enucleated and presacral neurectomy. There was no 
improvement. 

Case II.—Patient, aged 29, married nine years, one child, aged 7 years. Catamenia, 5/28. 
Severe pain first three days ; most of the time in bed. 

Operation: Apperdicectomy and sympathectomy. Jesult: The pelvic pain was 
completely relieved but she has cramp in the legs during the first day. 


Case III.—Patient, aged 27, single, clerk. Catamenia 4/28. Severe pain for two days 
which keeps her away from the office each month. 

Operation: Sympathectomy and appendix removed. Jesult: Pelvic pain completely 
relieved, but noted an increased flow, and cramp in the thigh. 


Case IV.—Patient, aged 38. Widow, no children. Catamenia, 6/14-28. Severe pain for 
twelve hours with nausea and vomiting, during which time she is helpless. Early in the 
year she underwent a dilatation and curettage which did not affect her symptoms. 

Operation: Sympathectomy. The uterus contained a small fibroid but it was left. 
Pelvic pain relieved but has cramp in the right groin. 


Case V.—Patient, aged 27, single, shop assistant. Catamenia, 7/28; excessive loss for 
four days. The pain comes on six hours after the flow begins and lasts for twelve hours, 
accompanied by vomiting and diarrhea. She has to retire from the shop for that day. 
Operation: Sympathectomy. Result: Complete relief from pelvic pain, but there was rectal 
tenesmus and diarrhea on the first day, this is now much less marked. 

Case VI.—Patient, aged 31, single, clerk. Catamenia, 8/28. Severe pain for one week 
before the flow and continues for the first three days. During these three days she has to 


retire to bed for a part of the time. 
Pain completely relieved after sympathectomy but patient has only had two periods 


since. Later report good. 

Case VII.—Patient, aged 25, single, cook. Catamenia, 3/28. Severe pain for twenty-four 
hours with sickness and diarrhea. Operation: Sympathectomy. Result: Pelvic discomfort 
but no sickness or diarrhoa. Increased flow. Last letter—no pain or discomfort, Oct. 

Case VIII.—Patient, aged 29, single, a typist. Catamenia, 4/27. Severe pain for two 
days for which she has toremain at home. When on holiday she does not have the pain, but 
has lost two posts owing to the disability. Operation: Sympathectomy. Result: She has 
only had two periods since the operation which were free from pain, but she is not at work 
as yet. Later report good. Flow +. 


Summary.—Two patients are entirely relieved ; five are sufficiently relieved to 
enable them to continue their work during the period; one derived no benefit at all. 


Mr. D. J. MacMyn said that though he was not a gynecologist, he was 
extremely interested in presacral neurectomy. While working in the Neuro-surgical 
Section at the Mayo Clinic during the last year, he had seen—and assisted at—the 
operation many times. 

Dr. Alfred W. Adson and Dr. W. McK. Craig were performing it at the Clinic 
for a wide variety of conditions. He was unable to make any authoritative 
statement regarding their results in cases of dysmenorrhea. They were being 
closely followed by Craig and his associates, and their series would doubtless b2 
presented when they had been studied over a sufficientiy long period of time, and 
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the value of the operation assessed. It was his impression, however, amountin 

almost to a conviction, that the results had so far been encouraging. Their case 

had been most carefully selected, after preliminary examination by the gynexcologis 

had failed to disclose any organic pelvic disease, and after thorough treatment om 
the accepted lines had proved to be unavailing. 

In his opinion the best results would be obtained by this method, necessitating 
the close co-operation of the gynecologist and the neuro-surgeon, where the latter 
was available. For it must be remembered that it was not only the uterus which 
would be affected by presacral neurectomy; some alteration in function of the other 
pelvic viscera was inevitable. In many cases this would be slight, but serious 
unexpected complications might occasionally arise. The least of these would be a 
tendency to diarrhoea and to frequency of micturition. Therefore, in addition to 
having an intimate knowledge of the anatomy of the presacral plexus and the 
technique of the operation, the surgeon would have to be prepared to deal with its 
complications. When a neuro-surgeon was constantly performing the operation for 
many conditions, such as Hirschsprung’s disease, atonic bladder, cystalgia, certain 
types of cystitis and trigonitis, and the relief of pain in malignant disease, the 
patient's interests would be best served by having the benefit of his experience and 
co-operation. 

The failure to relieve pain completely in some cases of dysmenorrhcea might be 
due to the fact that insufficient pain-fibres had been removed. These were not all 
carried through the central portion, at least, of the presacral plexus. For this reason 
G. Pieri had advocated the removal, in addition, of the rami communicantes passing 
from the sympathetic chains to the first, second, and third sacral nerves, andi 
bilateral section of the chains themselves at the level of the 5th lumbar 
vertebra. 

In Professor Davis’s slides showing the histology of the presacral plexus, both 
medullated and non-medullated fibres could be identified. According to Learmonth’'s 
description, more than half of the total number of fibres which concentrated in the 
presacral nerve were medullated preganglionic fibres, which were chiefly the down- 
ward continuations of mesially directed branches from the lumbar sympathetic 
ganglions; whereas the non-medullated fibres were, for the most part, downward 
continuations of the branches from the upper abdominal visceral sympathetic: 
ganglions. 


Mr. L. C. Rivett said that the procedure must be regarded as a serious major 
operation and should not be undertaken until all other methods had been tried and 
had failed. It was very difficult to gauge the results, because, after so severe an 
operation as this, a woman might be in terrible pain before she would admit the 
fact, for fear the surgeon should carry out even more drastic treatment. 


The President said that if any further evidence was required for the belief that 
severe intrinsic dysmenorrhcea was not so rare as some would have us think, the 
performance of sympathectomy supplied it. A clear statement, however, was needed 
as to the exact pathological lesion for which such an operation was indicated. The 
treatment of dysmenorrhcea must be based on the pathology of the particular 
case. 

He presumed that more was intended than the interruption of the supposed 
afferent sensory paths, in cases of intrinsic dysmenorrhea, and that control of the 
uterine colic was the object in view. Moreover, it should not be forgotten that the 
viscera—including the internal secretory organs—were probably linked to the psychic 
functions and emotions by the sympathetic system, and that it was this connexion 
which made the assessment of results difficult and often misleading. 
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He had been surprised to hear what Professor Davis had said about the 
‘uterosacral ligaments.’ These folds, covered by peritoneum, contained bundles of 
subserous involuntary muscle-fibres continuous with the external coat of the uterus, 
and were morphologically, he believed, similar to the uteropubic muscle-sheet and the 
‘round ligaments.’ That the inferior division of the hypogastric plexus, blood-vessels 
and lymphatics were contained in them did not alter their morphological significance. 
Although he had never performed sympathectomy, so long as 15 or 20 years ago he 
had opened the abdomen and injected alcohol for relief of the excruciating pain 
of cancer of the cervix. 
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DISCUSSION ON SUPRARENAL AND _ PITUITARY 
TUMOURS AND THEIR CORRELATION WITH 
EXPERIMENTAL FINDINGS 


Professor H. H. Woollard: The functions of the pituitary and adrenal 
glands.—Tumours of the pituitary and adrenal are amongst those which are 
especially interesting because their clinical study aids in understanding the functions 
of the organs in which they arise. These tumours, at any rate the adenomas, 
belong to that group of neoplasms in which the proliferated cells continue to 
produce their normal physiological functions. 

The pituitary.—An important advance was made in the investigation of the 
functions of the hypophysis when methods were devised by means of which it could 
be removed without at the same time inflicting any injury upon the brain. Injury 
to the brain in earlier experiments had been the cause of confusion in understanding 
the functions of the hypophysis, and had even led to the idea that it was essential 
to life. In the rat the hypophysis, fortunately, lies so loosely invested beneath the 
dural diaphragm that it can be sucked out completely or its separate parts removed 
independently. In Smith’s operation on the rat there is no injury to the mem- 
branes or the overlying brain. The absence of cerebral injury was confirmed by the 
examination of serial sections of the brain. The removal of the hypophysis under 
these conditions has shown, of course, that it is not essential to life, though the opera- 
tion is followed by weakness and flabbiness and in five months the animal is 
described as being in a senile state. 

Hypophysectomy in the young animal is followed immediately by a cessation 
of growth. The young animal lives on with its milk dentition, and its un-united 
epiphyses in a state of permanent dwarfism. This cessation of growth can at once 
be remedied by the injection of appropriately made extracts or by the injection of 
fresh tissue from the anterior lobe. The study of pituitary adenomas has revealed 
that it is the acidophile adenoma which produces acromegaly as its earliest sym- 
ptoms and there is good evidence that whatever else the acidophile cells produce, 
they are the source of the growth hormone. 

The same operation also arrests the growth of the gonads and accessory sex 
organs. Atrophy of the gametogenic cells and absence of the gonadic endocrine 
functions occur. Some spermatogonia are still left in the testis and some follicles, 
though atretic, in the ovary. The introduction of fresh pituitary substance or 
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appropriate extracts at once starts up again the growth and differentiation of the 
sex organs. The number of these gonadotropic hormones is not definitely settled 
but at any rate the effect on the ovary is twofold. Follicles can be made to mature 
and ripe follicles can be transformed into corpora lutea. These sex hormones are 
often attributed to the basophile cells of the pituitary but this cannot be regarded 
as altogether certain. The basophile cells are more densely concentrated towards 
the central part of the anterior lobe, and it is said that extracts made from the 
centre ave richer in such hormones than those obtained from the more peripheral 
parts. Also the changes in the pituitary during pregnancy and following castration 
are said to arise from changes of the basophile cells. There is agreement that 
some change does occur in the pituitary in these two conditions but none as to what 
is the nature of the change. 

It is to be noted that all the gonadic effects of the pituitary hormones depend on 
the influence they exert on the gonads themselves. The induction of cestrus and the 
growth of the accessory organs are aroused not directly by the pituitary activity but 
through its effects on the gonads. The lactogenic hormone also appears to exert 
its influence only when the mammary gland has reached a certain degree of 
differentiation. 

Further analysis of the same experiments shows that in addition to the atrophy 
of the gonads there is also atrophy of the thyroid and parathyroid. The cells of 
the thyroid become large, the vesicles diminish in size, the colloid is reduced and 
basal metabolism falls. From experiments on amphibia, and now on mammals, it 
seems clear that the differentiation and continued functioning of the thyroid depends 
on a thyroidotropic hormone of the anterior lobe of the pituitary. It has been 
claimed recently that by suitable methods of preparation, high concentrations of the 
thyroidotropic hormone can be obtained and this, when injected into birds and 
mammals, produces all the phenomena of exophthalmic goitre, including the 
exophthalmos. 

The effect of the hypophysis on the metabolic rate would seem to be mainly 
indirect and to be due to the atrophy of the thyroid. It has, however, been asserted 
that the removal of the hypophysis and the thyroid together produces a greater fall 
in the metabolic rate than the removal of the thyroid alone. Thus perhaps a part 
of the fall of the metabolic rate is due either to the removal of the pituitary or to 
other effects which its removal produces. 

Another constant effect of removal of the hypophysis is atrophy of the adrenal 
cortex. The cortex shrivels up and like the thyroid, the parathyroids, and the 
gonads, it is to be supposed that the cortex differentiates and exerts its endrocrine 
functions through a hormonic stimulus derived from the pituitary. None of the 
general effects induced by removal of the hypophysis are abolished by the injections 
of Swingle’s cortical extract. 

It now seems clear that obesity does not occur in hypophysectomized animals, 
and that obesity when it does follow ablation of the pituitary is due to injury of the 
grey matter of the hypothalamus in the region of the tuber cinereum. 

The long standing clinical association of pituitary disorders with obesity may 
possibly be explained as an indirect result of the presence of hormones of the anterior 
lobe affecting metabolism. Evidence of this kind has recently been summarized by 
Evans, and he quotes work which tends to show that the anterior lobe produces a 
substance which accumulates in the blood when fat is being burned, and when 
injected brings about an increase of acetone bodies in the blood ; and also investiga- 
tions which suggest the existence of a hormone in the anterior lobe which on 
injection produces hyperglycemia and inhibits the action of insulin. 

Adrenal.—Reference has already been made to the fact that hypophysectomy 
leads to atrophy of the adrenal cortex. Until quite recently our knowledge of the 
adrenal cortex was extremely limited. There have been catalogued in textbooks 
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reasons why it might be expected to have relationship with the gonads, such as its 
place of development, resemblances in its histology to that of the corpus luteum, &c., 
changes in the cortex during pregnancy. 

The results of adrenalectomy had helped little beyond establishing the fact that 
the cortex was essential to life. All animals die in about a week after the performance 
of complete adrenalectomy. Such animals before death show profound weakness, 
distaste for food, accumulation of waste metabolic products in the blood, concentra- 
tion of the blood with increase of erythrocytes and a disappearance of the granular 
cells. Various observers had reported from time to time alleviation of the effects of 
adrenalectomy by the use of extracts, but it was not until success attended the 
efforts of Swingle and Pfiffner that a reliable extract was obtained which prolonged 
indefinitely the lives of these operated animals and brought about their complete 
restitution. 

At the moment most attention is being paid to the metabolic changes following 
adrenalectomy, for these can be completely cured by the injection of the cortical 
extract. A potent extract now being available, it is to be expected that the relation 
of the adrenal cortex to the gonads should be made clear. Of the attempts so far 
made some are reported as being negative. Positive results, however, are claimed, 
and in immature female rats a precocious development of the gonad has been observed 
to follow the use of Swingle and Pfiffner’s extract. In the same experiments it is 
also recorded that changes in the anterior lobe of the pituitary occur, the changes 
being in the acidophile cells. 

The general result of the metabolic investigations of adrenalectomy is to suggest 
that the adrenal cortex plays a most important part in carbohydrate metabolism. 
Thus in regard to carbohydrate metabolism it is to be noted that an important réle 
is allotted to the pituitary and the adrenal cortex as well as to the pancreas. 

The functions of the pituitary so far discovered suggest that it is the master of 
the ductless glands, a conclusion agreeable for other reasons. It exerts its effects 
on the body by bringing to structural and functional fulfilment the thyroid, the 
parathyroid, the adrenal and the gonads. Through the thyroid it influences the 
metabolic rate and probably through the liver the combustion of fat and sugar. Its 
growth-promoting function alone would seem to be a general effect exerted directly 
on the tissues. 

Pituitary basophilism.—A special problem has been raised by Cushing’s recent 
attribution to adenoma of the basophile cells of a syndrome characterized by 
(1) Sudden onset of obesity of the face and trunk but not of the limbs, and linex 
distensew; (2) amenorrhoa; (3) hypertrichosis in women; (4) osteoporosis and 
hypertension, hyperglycemia and low metabolic rate. This syndrome contains some 
features which have been associated with tumours of the adrenal cortex. It is 
unexpected that such a series of changes should result from an adenoma of the 
basophile cells and be the expression of an excess of hormone secretion. If the 
basophile cells are the source of the gonadotropic hormone it is unreasonable 
to suppose that virilism, obesity, and decay of sexual functions should follow 
excess of it. 

It is possible to obtain the gonadotropic hormone from the hypophysis relatively 
pure: from the urine it is possible to obtain a similar if not identical substance. 
Such substances have of course been injected into animals frequently but they 
occasion nothing like pituitary basophilism. To meet an obvious demand, Cushing 
designed chronic, long-continued experiments on pups, using the litter mates as 
controls. At the end of some months the injected dogs were fat, stunted and bad- 
tempered; hair did not grow on previously shaved patches of skin; rather than 
showing hypertension, the blood-pressure was low and the gonads remained infantile. 
This would mean that the gonadotropic hormone produces a picture which in some 
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ways resembles pituitary basophilism. In producing these changes the term 
gonadotropic becomes singularly inappropriate. 

It is clear these recent observations do not fit easily into our notions of the 
pituitary. We felt that this master gland produced through the acidophile cells the 
growth hormones and through its basophiles the sex-activating hormones and that 
together these stimulated, directly or indirectly, all the tissues of the body. 

The pituitary now seems to be the source in addition of depressive inhibitory 
substances—substances which produce a low metabolic rate, high sugar tolerance, 
obesity, lethargy, lack of sex function, a physiological castration with its touch of 
virilism, &c. Thus the welfare of the body is menaced and senility and death 
hastened. These conclusions are derived not only from the study of the pituitary 
basophilic syndrome but also from that of the behaviour of the basophile cells in 
eclampsia, uremia, nephritis, old age, &c. 

The basophilic cells do not seem to be the source of the sex hormones ; in any 
case the evidence was rather feeble. Rather one must, for a time at any rate, 
envisage them as the inhibitors of the acidophilic activators—an opposition perhaps 
already symbolized in their granules. 

Sex-differentiation—The most striking aspect of some adrenal tumours is sex 
reversal. It seems unlikely that the pituitary should be the source of a masculinizing 
hormone. The evidence warrants the statement that the pituitary is indifferent to 
sex, plays no part in sexual differentiation, but does exert its effects on either the 
testis or the ovary, bringing each to its structural differentiation and to its full 
endocrine activity. It is the gonad which is the source of the chemical stimulus 
that leads to the growth of accessory sexual organs and the production of the 
secondary sexual characters. 

The initial bias in sex differentiation rests undoubtedly on the chromosomal 
constitution, the male carrying an inert chromosome—the Y chromosome. In birds 
and Lepidoptera the mechanism is the same but the inert or Y chromosome occurs 
in the female. In insects the chromosomal constitution is the sole and efficient 
cause of sex differentiation but in birds and mammals the effect is slight and has to 
be reinforced by the endocrine activity of the gonad proper to each sex. 

Indeed, before this time is reached the influence of the chromosomes seems so weak 
that the developing embryo passes through an indifferent phase when no anatomical 
feature is yet present to distinguish the sexes. Rather the embryo is bisexual, for 
structures proper to both male and female come into being. 

This period is followed by a brief interval when a masculinizing tendency 
apparently occurs in both sexes. In the female this shows itself by producing a 
medullary mass in the gonad which is really a testis and in the male actually 
becomes the testis. In the female it lives on as a testicular rudiment in the rete of 
the ovary, the real ovary coming from a superficial investing cortex. The masculiniz- 
ing tendency common to both sexes is seen in another fact, namely the earlier 
differentiation of the testis. This comes to be a recognizable gonad at an earlier 
period than the ovary. It follows from this that the testis is a monosexual organ 
while the ovary is a bisexual organ, every ovary containing a rudiment of the testis. 

Therefore sex reversal can only occur in the female—a deduction with which. 
all experience concurs. These same embryological facts afford the explanation ol 
accidental and experimental sex reversal. The free martin is an accidental sex- 
reversal known in cattle and pigs. A female calf, co-twin with a male, becomes 
transformed into a sterile male owing to receiving through a placental anastomosis 
testicular hormone from the male twin. The testis differentiates earlier than the 
ovary and the hormones from the interstitial cells stimulate the rete ovarii (the 
testicular rudiment) and cause atrophy of the cortex containing the oogonia. 
Sex-reversal in fowls and the removal of the single left ovary which produces 
masculinization of the hen havea similar explanation. The atrophic right ovary starts 
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into activity by developing the rete ovarii, i.e., the rudimentary testis, and so a hen 
becomes a cock. In mammals such reversals are always sterile but in birds the 
cocks so produced are occasionally fertile. 

Sex-reversal has been studied in embryos by transplanting the genital ridge into 
the chorio-allantoic vesicle and by joining embryos together in parabiosis. The results 
of such experiments are to confirm the above explanation and further to suggest that 
mere position, as such, and local induction are important. For instance, in parabiosis 
the greatest effect is produced on the gonad when these are closest together as is 
the case in lateral union. The gonads have least effect on each other when they are 
far apart, as in head-to-tail union of the embryos. 

The gonadic territory in the embryo consists, in the first instance, of a genital 
ridge which lies on the medial side of the mesonephric mass. The cortex of the 
adrenal comes into being immediately adjacent to this ridge on its lateral side, while 
still more laterally are the Wolffian and Miillerian ducts. The cranial portion of the 
genital ridge is the site where develop medullary tissue and perhaps the interstitial 
cells and the rete which becomes united with the tubules of the mesonephros. The 
middle part of the ridge is the principal place of production of sex cells, while the 
caudal part atrophies. 

It is certain that sex-reversal is caused by an abnormal growth of mesonephric 
derivatives which are regularly present and are to be found in the rete ovarii and 
cortex of the adrenal. In the male all the mesonephric structures, except the 
Miillerian duct, not only survive but develop further. In the female, the further 
growth of all these structures, except the Miillerian duct, must be inhibited. This 
means a very great mass of tissue has a masculine tendency and makes intelligible 
the generalization that sex reversal proceeds from the abnormal growth of regularly 
present mesonephric remnants. 

[t is to be noted that the source of the female hormones is the theca cells. These 
cells are homologous in the male not with interstitial cells but with the cells of 
Sertoli—the nurse cells. 

Tumours of the rete ovarii are known. Those with the strongest masculinizing 
tendencies are rapidly growing masses of fat-laden cells, called arrhenoblastomas by 
Meyer. In this connexion it is interesting to note that the formation of fat-laden 
cells is one of the ways of regression in the rete of the ovary. 

The failure of the transplants and extracts of the adrenal cortex to produce 
anything like sex reversal has already been mentioned and is a serious defect in the 
evidence, but it cannot be doubted, in view of the facts of embryology, histology and 
all that is known about sex reversal, that this defect will be remedied in due time. 
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Dr. R. D. Lawrence described the study and treatment by X-rays of a case 
showing the complete syndrome of Cushing's pituitary basophilism. 

A woman, aged 37, came under treatment for diabetes of four years’ duration 
which was readily controlled by diet and 40 units of insulin a day. Cushing's 
syndrome was recognized and treated by deep X-ray therapy. Six months later the 
patient’s condition was completely changed. The obesity, hypertension, poly- 
cythemia and diabetes have disappeared and menstruation is re-established. 
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[Dr. Lawrence showed photographs, radiograms of the osteoporosis, and the 
following tables, which summarize the change in the condition, and the chemical 
studies undertaken. | 


TABLE I,—CLINICAL CONDITION. 


March 1933 
General weakness, pains, thirst 


November 1933 
General weakness 


—" , 
besity . 
Distribution ty ¥e Disappeared 
Weight: 9 st. 8 lb. 8 st. 12 lb. 
Hirsutes Less 
Colour and skin ; ‘legs Less coloured 
Warts and ? coast Foal None 
Bruising abe ws None 
Amenorrhwa : 1929 onwards Recent menstruation 
Hypertension : 160 to 170 124 
110 to 125 85 
— Thirst and hunger None 
Eye 
Slight exophthalmos None 
Suffusion None 
Retinal hemorrhages and exudates Much less 


Vields normal ‘ 
aw and fractures * Former better 
C.N.S. Absent knee-jerks o ins .. ‘The same 
Digestion: Much flatulence and pain ‘se cae .. Less 


TABLE II.—Tests. 
Before treatment After 6 months 
Basal metabolic rate —8% 
Kidney function 
Blood-urea : 51 mgm. per 100 c.c. ... 
Urea concentration : 3-5%, maximum 
Albumin: trace to + oes ; 
Casts: hyaline 
Diabetes 
Blood-sugar : 200-350 —_ 
Ketosis : moderate 
Insulin: 40 nuits 
Diet: 100 grama VU. 
a 
7.BC. W.B.C. nt R.B.C. W.B.C. Polys. 


36 mgm. per 100 c.c. 
0 to slight trace 
0 


101-170 mgm. 
0 


0 
150 grams C. 


19.7.32 " 9 13.11.83 4-65 8-6 77-6 
17.3338 6-8 101 Boy,” 
Blood chemistry 
P 2mem. % 
Ca 9-7 mgm 


Phosphatase : 0-5 to 0-6 units 0-6 units 


Gastric chemistry: normal 
Fecal chemistry: normal 
Nitrogen balance : positive 
Wassermann reaction : negative 
Zondek- Aschheim : negative 


* Demonstrated by photographs and radiograms 


X-ray appearances: (Report by Dr. Critchlow).—The most outstanding feature 
of this case was that a much smaller kilovoltage and exposure were necessary than. 
would be used for a patient of similar build and bulk, suggesting that the density 
of the bones was appreciably less; and this was borne out by the resulting 
radiograms. 

Skull.—The pituitary fossa was radiologically normal. 
mottling. 

Spine.—The spine showed general decalcification, the edges of the vertebre 
bordering on the intervertebral discs appeared denser and eburnated in comparison. 
This is best seen in the dorsal region. 

Long bones.—These showed slight thinning of the cortex, and general atrophy. 


The bones showed some 
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Pelvis.—The pelvis showed general atrophy and a healed fracture of the 
descending ramus of the right os pubis, and of the ascending ramus. 

Chest.—The transverse diameter of the heart was enlarged, and the aortic root 
was wider than normal. The heart/lung coefficient was 1/1°5 (normal, 1/1-9). 

Ribs.—On each side in the axillary line from the third rib to the tenth rib, the 
appearances were those of fractured ribs with much callus formation. 

X-ray therapy: (Report by Dr. Hugh Davies).—First seen March 22, 1933: 
Course of X-ray treatment given at a voltage of 180 KV., filtered through 0°5 mm. 
of copper and 1 mm. of aluminium. Anode skin distance 45 cm. 

April 1933.—First dose of 200 “r.” Thereafter patient was treated with 
a series of six doses of 600 “r”’ on the skin, administered through two lateral fields 
upon the pituitary area. At each session each field received 300 “r’’ on the skin, 
i.e., a total dose of 3,800 “r,” divided between two fields. This dose was spread 
over a period of three and a half weeks. 

After the second dose, the pains in the limbs, of which the patient had 
complained, entirely disappeared. 

August 1933.—After an interval of three months, a series of three treatments 
were given with the same factors, one treatment being administered through a central 
vertical fluid. On this occasion, the total skin dose administered was 1,750 “r,” 
in just over a fortnight. 

This was the second case which seemed to have benefited by X-ray therapy to 
the pituitary, if the possibility of spontaneous remission can be excluded. 

He, Dr. Lawrence, admitted the blunderbuss nature of such X-ray treatment of 
the gland and wondered if the treatment, successful in removing the symptoms of the 
syndrome, might not go too far and produce hypotension, hypoglycemia, and so on. 
That remained to be seen in this case. 


Dr. F. Parkes Weber: Advance in physiological, pathological and medical 
knowledge resulting from observation of the effects of twmours— neoplastic disease—of 
various kinds in various parts of the animal body. Nature, by means of neoplastic 
disease of various kinds, is constantly producing effects, which if we only open our 
eyes and ponder on what these effects may signify, can teach us a great deal. In 
fact, in this way, as in many other ways, Nature is constantly performing experi- 
ments on us which, if we watch intelligently, are probably as instructive or at least 
as suggestive as experiments performed by Nature, or by the human experimentalist, 
on other animals. We often forget all this, though we never lose sight of the terrible 
disease and suffering resulting from tumours. 

As illustrations of the advance in knowledge, I may instance the recognition of 
the many local syndromes, often of important physiological and pathological 
significance, resulting from the pressure and from the local destructive effects of 
tumours localized in various parts of the central, peripheral and sympathetic nervous 
systems, in endocrine glands—notably the pituitary gland—and elsewhere, for 
instance, when a small adenocarcinoma completely blocks the passage of bile from 
the liver to the duodenum. 

I believe that every cell of the body, as long as it retains its nucleus (not the 
human erythrocyte, which has no nucleus), under various, mostly unknown, 
circumstances—that is to say, under the influence of certain little understood, 
exciting and predisposing “ agents ’’—is capable of undergoing a process of what may 
be called “neoplastic mutation,’ which is a mutation in somatic cells manifesting 
itself by neoplastic disease of some kind and the production of a benignant or 
malignant tumour, a further mutation being required for the production of a 
malignant tumour from the cells of a benignant tumour. 

Neoplastic diseases of endocrine glands.—Neoplastic cells (the cells of tumours) may 
more or less continue the functional activities of the normal cells (i.e., the cells 
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before the occurrence of a“ neoplastic mutation’) from which they arose. Thus, 
the cells of a primary carcinoma arising from the parenchymatous glandular cells of 
the liver may continue to produce bile (though the bile thus formed cannot reach 
the intestine), and primary neoplasms of endocrine glands may continue to produce 
hormones—-which latter are really likely to reach the circulating blood. (Cf. F. Parkes 
Weber, “ Endocrine tumours,” Proc. Roy. Soc. Med. (Section of Medicine), 1929, xxii, 
pp. 415-429.) 

Some of the tumours of the suprarenal and pituitary glands are active endocrine 
twmours, inasmuch as the tumour cells of which they are composed must obviously 
secrete a hormone of some kind in the circulating blood; the total amount of the 
hormone entering the blood-stream must in such cases be greatly in excess of the 
normal, for it produces often startling effects on the function and form of other 
parts of the body. Thus, there are the eosinophilic and basophilic tumours of the 
anterior lobe of the pituitary gland which cause acromegalic gigantism and Cushing’s 
pituitary syndrome respectively: there are the very rare adrenalin-secreting 
suprarenal medullary tumours, which give rise to paroxysmal or permanent high 
blood-pressure, and there are the suprarenal cortical tumours which produce 
remarkable changes (notably virilism) in the sexual characters of the affected 
individuals. 

One can well understand that the cells of such tumours may, after a period of 
growth, cease to exert their specific hormonic effect on other parts of the body. 
Thus, if an eosinophilic pituitary adenoma were to cease to produce its eosinophilic 
granules, the acromegalic syndrome due to the endocrine activity of the tumour in 
question might cease to become more marked, and if a basophilic pituitary adenoma 
were to cease to produce its basophilic granules, the features of Cushing's syndrome 
might regress. 

Correlation of the symptoms of suprarenal and pituitary neoplasms with experimental 
or surgical findings.—If all the symptoms of endocrine tumours were really due 
only to excessive production of specific hormones similar to those produced by the 
normal cells from which the tumour cells arose, then it should be possible to 
reproduce the syndromes by the experimental introduction of excess of the hormones 
in question extracted from the normal endocrine glands. If this were so, it should 
be possible to reproduce the features of acromegaly in animals by giving them excess 
of pituitary growth hormone, to reproduce Cushing’s pituitary syndrome by the help 
of the pituitary sex hormones; it should be possible to reproduce the symptoms of 
one rare kind of suprarenal medullary endocrine tumour (chromaffinie tumours or 
phwochromocytomata) by excessive injection of adrenalin; to reproduce the symptoms 
of a pancreatic insular tumour by excessive injection of insulin, and so on. But 
such attempts have been often unsuccessful, or only partially successful, and this is not 
surprising when one remembers that an active endocrine tumour in one organ causes 
an endocrine disturbance in other glands, resulting in the syndrome being more or less 
“ multi-glandular.” This fact may perhaps even be regarded as a disadvantage (from 
the human inquirer’s point of view) of Nature's method of performing animal experi- 
ments by the neoplastic method, in comparison with the human experimentalist’s 
methods by the injection of hormones and extracts of various kinds. 

I shall not here refer to the symptoms due to pressure or the destructive action 
of tumours, though some of them may, of course, be endocrinal in nature, resulting 
from damage to the active hormone-producing cells of the affected gland. Thus, in 
regard to tumours of the pituitary gland, I need not refer to any of the so-called 
hypopituitarism symptoms due to damage to the pituitary gland itself or the region 
of the brain about the infundibulum; nor need I discuss the very rare typical or 
atypical cases of lipoid-granulomatosis (or xanthomatosis) in which the region of the 
pituitary gland is involved. I will only in conclusion present the following table of 
four types of endocrine tumours of the suprarenal and pituitary glands with, as far 
as they go, correlated experimental or surgical findings. 
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Endocrine tumour Clinical syndrome ~ Sa ag 
(1) Endocrine tumours of the Precocious sexual and bodily Disappearance of the sym- 
suprarenal cortex. development in young pasene t ptoms after surgical removal of 
virilism in females and usually the tumour (cases of Gordon 
increased virilism in males. Holmes, etc.).1 
(2) The rare (adrenalin Paroxysmal or persistent high The symptoms cannot be 
secreting) tumours of the blood-pressure (and sometimes properly reproduced by adren- 
suprarenal medulla (chrom glycosuria ?). alin injection.2 


affinic tumours or phochro 
mocytomata). 


(3) Eosinophilic adenoma of Acromegaly, or (in youth) Symptoms partially reproduced 
the anterior part of the pituit acromegalic gigantism, with by injection of the growth hor- 
ary gland. more or less splanchnomegaly. mone of the anterior part of the 

pituitary gland. 

(4) Basophilic adenoma of the Harvey Cushing’s pituitary Symptoms possibly can be par- 
anterior part of the pituitary syndrome. tially reproduced in animals by 


gland. injection of pituitary sex hor- 


mones (Harvey Cushing). 


1 For a table of cases operated on see L. R. Broster and N. W.C. Vines, ‘‘The Adrenal Cortex,’ 
1933, pp. 18, 19. 


2 Adrenalin has been detected in the tumours (F. K. Hick, Arch. Path., 1933, xv, p. 665). Moreover, 


the symptoms have been removed by operative removal of the tumour (J. M. Planteydt, Nederl. Tijdschr. 
v. Geneesk, 1933, Ixxvii, p. 4774) 


In regard to the above endocrine neoplastic diseases, at least in regard to acro- 
megaly, it should be noted that the symptoms may vary in different individuals (and 
probably at various ages) not only in connexion with the amount of hormone 
secreted by the tumour cells (the secretion of the hormone may doubtless vary from 
time to time, or even cease altogether, as I have pointed out above), but also in 
regard to the individual response of the various parts of the body to the hormone in 
question. Thus, in acromegaly, splanchnomegaly may be more obvious in one of 
the viscera than in others. In normal persons the two sides of the body are never 
quite symmetrical and in acromegaly the response to the growth hormone may in 
rare cases be more marked on one side of the body than on the other (local and 
unilateral “ constitutions’ or proclivities—ef. F. P. Weber, “ Local effects of endo- 
crine disorders depending on local tissue proclivities of the individual,’ Med. Press, 
1928, clxxvi, p. 327). 


Dr. P. M. F. Bishop: There is one aspect of pituitary physiology which has 
received relatively little attention from the host of modern workers and that is the 
site of origin of the gonadotropic hormone of the anterior lobe, and in the solution 
of this question one may logically turn for evidence to the symptoms presented by 
pituitary tumours. 

At the present day we recognize three main syndromes associated with anterior 
hypophyseal lesions: (J) A deprivation syndrome due to a craniopharyngioma or 
to an adenoma of the chromophobe cells; (2) acromegaly and pituitary gigantism, 
associated with an adenoma of the acidophile cells; (3) Cushing’s syndrome, the 
description of which is based on the post-mortem findings of a basophile adenoma. 

The changes associated with achromophobe adenoma can be entirely explained by 
pressure of the enlarging tumour on the actively secreting chromophile cells, and this 
evidence, taken in conjunction with the absence of granules in the chromophobe cell, 
leads us to the conclusion that the chromophobe cell possesses no secretory activity. 

The invariable association of skeletal overgrowth with acidophile adenomata 
helped to locate Evans and Long’s growth factor in the acidophile cell. 

It is generally stated that the basophile cell is the site of origin of the gonado- 
tropic hormone, and if this suggestion is true we should expect to find evidence of 
excessive gonadokinesis when we turn to the basophile adenomata. These tumours 
should present a particularly clear picture of hypersecretion of basophile celis, for in 
the few cases so far recorded none has reached sufficiently large dimensions to 
induce complicating pressure or deprivation symptoms. When we come to examine 
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Cushing’s syndrome, however, we find absolute amenorrhea associated with small, 
atresic ovaries in the female, and atrophy of the spermatogenous epithelium of the 
testis of the male. 

These observations are sufficiently striking to claim attention and to warrant 
investigation. 

In the first place, it would be as well to re-examine the evidence which has given 
rise to the suggestion that the gonadotropic hormone resides in the basophile cell. 
When we come to do so we find that the statement depends almost entirely on the 
fact that specialized cells appear in the anterior lobe after the experimental animal 
has been castrated. These ‘ castration cells’’ possess a Golgi apparatus arranged in 
the shape of a signet ring, which is the shape adopted in the basophile cell. It is, 
therefore, supposed that these castration cells are basophile cells altered in some 
way by the removal of the gonads. From this it is argued that the basophile cells 
must, therefore, be responsible for secreting the gonadotropic hormone. Is is further 
stated that there is an increase in the number of true basophile cells after castration. 
This, however, is true only of the rat and in practically all other species, including 
man, there is an increase of acidophiles and not basophiles after castration. Now, 
the histological changes in the pituitary after castration are of considerable import- 
ance in this connection, for it is found that implants or extracts made from pituitaries 
of castrate animals have a considerably increased potency as compared with pituitaries 
of normal animals. It is, therefore, reasonable to suppose that the cells which 
increase in number after castration, namely, the acidophile cells, are the ones 
responsible for secretion of the gonadotropic hormone. 

The increased potency of the pituitary after castration suggests that not only 
does the pituitary under normal circumstances control the activity of the gonads, 
but also that the gonads may control the activity of the pituitary, and when the 
gonads are removed or degenerate, as at the menopause, the pituitary becomes 
hyperactive. At the menopause it is well known that a follicularizing substance 
may be excreted in the urine in such concentration as to give a Reaction I of Zondek 
in a pregnancy test. 

In pregnancy the histological changes in the pituitary consist mainly of an 
increase of chromophobe cells, whereas some workers report a decrease of acidophiles, 
and Urasov an increase of basophiles. The Erdheim-Stumme “ pregnancy cell” 
which may also appear, seems to be derived from acidophilic elements. 

In accordance with the theory of complementary activity of pituitary and 
ovaries we find that the pituitary has no detectable gonadotropic activity during 
pregnancy, because such a high concentration of cestrin is being secreted by the 
ovary and probably also by the placenta at this time. 

Thus the evidence so far as it goes seems to indicate that acidophile cells 
increase in number at those times when the potency of the pituitary is increased, 
and that the pituitary is active when the gonads are at rest, and resting when the 
gonads are active. In this connection a suggestive piece of evidence is supplied by 
Charipper and Haterius, who find that during cestrus (that is the period of gonadal 
activity and consequent hypophyseal inactivity) the basophile cells predominate, 
whereas in dicestrus (hypophyseal activity and gonadal inactivity) the acidophile 
cells predominate. 

Having sifted this evidence, it occurred to me that it might be substantiated by 
examination of the anterior pituitary hormone output in various pituitary lesions in 
man, and during the past year I have performed pregnancy reactions by the Friedman 
modification of the Aschheim-Zondek test in 25 cases of pituitary disease. Of 
these, eight cases were acromegalics and one a pituitary giant. The giant and one 
of the acromegalics showed positive pregnancy reactions in their urine. Hirsch- 
Hoffmann also records a case of acromegaly whieh gave a positive Aschheim- 
Zondek Reaction I. I had the good fortune to examine the urine from a case of 
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hasophile adenoma under Dr. Gordon Holmes’ care at Queen’s Square Hospital—- 
and I should like here to express my appreciation of Dr. Holmes’s kindness in 
allowing me access to the patient. This case gave a negative pregnancy reaction. 
One of Cushing's original series of basophile adenomata was examined by the 
Aschheim-Zondek method and gave a negative reaction. On the other hand, Dr. 
Cushing has told me that a follicularizing substance was found in the urine in 
another of his cases. The remainder of my series were cases of hypopituitarism, of 
which two out of 16 gave positive reactions, for which I am unable to account. 

I do not wish to imply that this small series of mine is anything more than 
slightly suggestive, but the results obtained in the two cases of excessive acidophilia 
(the acromegalic and the giant) have stimulated me to persevere with the investiga- 
tion, and as soon as I have facilities for breeding mice I intend to investigate the 
blood and urinary hormone content, using immature mice as well as adult 
rabbits. 


Dr. F. G. Lescher: I have had lately under my care a patient with signs 
very similar to those described by Dr. Lawrence, but who was suffering from a 
suprarenal tumour. 

The case showed all the cardinal signs, and most of the occasional signs, recently 
described by Cushing, and ascribed by him to a basophile adenoma of the pituitary 
gland. 

The patient, a woman, aged 35, was admitted to the Derbyshire Royal Infirmary, 
with a two years’ history of obesity, amenorrhcea and hirsutism. 

On examination she was a fat, plethoric, round-shouldered woman, of a striking 
purplish-red complexion. The obesity affected the face and body, the limbs having 
escaped. The skin was red and dry, with pigmented striz atrophicw on the 
abdomen and thighs. There was no generalized pigmentation. Several large bruises 
were seen, and it was noticed that she had a tendency to bruise easily. There was 
a coarse growth of hair on the upper lip, on the chin, and round the nipples. 

The external genital organs were normal, with normal pubic hair of feminine 
distribution. 

The heart was enlarged, with a constant raised blood-pressure of 205/120. An 
electrocardiogram was abnormal. No tumour was felt on abdominal palpation. 

There was a well-marked polycythemia, several blood-counts showing hsemo- 
globin about 120%, and the red cells just under seven millions. The blood-urea, 
serum calcium, cholesterol and phosphorus were always within normal limits. There 
was an inereased calcium output in the feces and urine. 

The Zondek-Aschheim test was negative. 

The urine contained albumin and sugar, with a decreased sugar tolerance. This 
condition, unlike the similar one in the case just described by Dr. Lawrence, was 
difficult to control with insulin. 

X-ray investigations (Dr. Alan Laurie).—Normal pituitary fossa. Most of the 
bones of the trunk showed a generalized decalcification. The ribs on both sides 
showed multiple fractures, with considerable callus formation. There was a partial 
collapse of the 6th, 7th and 8th dorsal vertebra. The radiological appearance 
suggested osteoporosis, and not malignant metastatic deposits. There was a shadow 
in the left renal region which was suggestive of a partially calcified suprarenal 
tumour. 

A pyelogram showed a low position of the left kidney, with normal calyces. 

The diagnosis of a left suprarenal tumour was made, and the tumour was 
removed by Mr. G. Dyke. 

Unfortunately the patient died within twenty-four hours, with symptoms 
suggestive of hyperadrenalism. 

JaN.—Tuerar.2 xX 
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Dr. A. H. T. Robb-Smith: Pathological report on Dr. Lescher’s case.—The 
suprarenal tumour weighed approximately 600 grm, and had the histological 
characters of a cortical carcinoma. All the bones show marked osteoporosis and 
the uterus and ovaries were atrophic. The pituitary body was not enlarged 
but showed an excess of basophile cells. In a few sections there was a small 
collection of basophile cells 0°3 mm. in diameter, but it is doubtful whether this 
can be regarded as a true adenoma. 
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Some Aspects of Dermatological Work in Denmark 
By EKvetyn M. Hotmes, M.B., Ch.B., T.D.D. 


As a Dorothy Temple Cross Research Fellow in Tuberculosis I had the 
opportunity this year of three months’ study of the lupus work at the Finsen 
Light Institute, Copenhagen. 

The treatment of lupus vulgaris by the Finsen-Reyn Lamp has long held prior 
place in lupus therapy, but it is to the recent advances in this work that I wish 
now to call attention. A new lamp has been constructed which has superseded 
and replaced the older type of lamp by reason of its greater efficiency, easier 
mechanization, and cheaper running power. Efficiency has been increased by the 
use of a double colour filter, by approximation of the carbons to the lens, and 
replacement of the natural quartz by fused silica: mechanization has been sim- 
plified by the employment of an automatic control, and the running of the lamp is 
less expensive as a result of these improvements. Whereas, with the older models, 
an applicator had to be held to the part under treatment for as long as two hours, 
half to one hour’s treatment is now sufficient and one nurse may supervise three 
treatments at one and the same time. Specialized training is no longer essential. 
With the exclusion of the personal factor, results are more satisfactory and less 
varied. Cages which have beer attending intermittently for years are now cleared 
up rapidly, and new cases can be dealt with more expeditiously. Extensive disease 
may be almost completely cured in three months. 

Patients are admitted when possible, and general and local treatment is given 
intensively. They are then discharged but return for review in three, six, or nine 
months, or one or two years, according to their condition, and if they do not attend 
they are written for. Many are apparently cured long before this, but are never 
discharged so labelled. 

Since the action of the lamp depends on factors not understood, but largely on 
the depth of penetration of the rays, it has been used in other infiltrative con- 
ditions, chronic resistant patches of eczema, certain types of lupus erythematosus 
and Boeck’s sarcoid, small angiomata and xanthoma, and with considerable success. 
It is particularly useful for X-ray burns whether these are associated or not with 
lupus. The treatments must be short in duration and applied with extreme 
care. 

All patients in the Dermatological clinic are examined completely, and lupus 
patients have von Pirquet, hemoglobin, and blood sedimentation tests made. These 
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help to differentiate the true lupus vulgaris from simulating conditions, while a full 
examination and radiography may reveal the presence of other foci of disease. 
Interesting research on the bacteriological variations in lupus tissue is now being 
carried out and will shortly be ready for publication. 

Among the conditions simulating lupus are lupus erythematosus and Boeck’s 
sarcoid. The former is much more common than in England. The climatic factor 
is probably responsible. Other types of light dermatitis are seen to which we are 
not accustomed. Lupus erythematosus has usually a normal sedimentation rate, 
often a negative von Pirquet, and the general condition is good. 

Boeck’s sarcoid is unusually common. I have seen three or four cases in one 
morning’s clinic. The purplish nodular variety is that most frequently seen, but a 
type also exists which closely simulates lupus vulgaris. It would appear to be 
a distinct entity, a specific infection, and not an allergic phenomenon. Light is a 
good treatment, but does not suit all cases. The variations of the disease are many, 
but in almost all patients bone changes in metacarpals and metatarsals and abnormal 
lung shadows are also present. 

















Fic, 1.-—Lupus vulgaris. P. A. P., aged 16 years. 


Before treatment with the new lamp. After treatment with the new lamp; 
Present eight years despite all care, seven treatments given over nine 
including light by the old method. months, 


(By kind permission of Dr. Svend Lomholt, Finsen Institute, Copenhagen.) 


Erythema nodosum is creating much interest at the present time. In many 
instances the coexistence of tuberculosis has been eventually proved by a positive 
tuberculin reaction, the finding of the bacilli in blood or stomach wash-water, or the 
subsequent development of frank tuberculosis in other organs. The disease has been 
found to occur almost as frequently as pleurisy in the contacts of pulmonary 
tuberculosis cases, and in von Pirquet negative nurses exposed to tuberculous 
infection in hospital; 22-1% of such nurses at the Frederiksberg Hospital were 
found to develop such conditions within a time interval of seven months from the 
first date of exposure. Radical prophylactic measures have been instituted in 
consequence. 

It may be of interest to record that in psoriasis a tar bath is given. A paint of 
equal parts beech tar and spirit is painted on the affected areas, and the patient is 
placed in a hot bath for fifteen minutes and then wrapped in a sheet and put 
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Fic. 2.—Rubeola. 
By infra-red photography. By ordinary photography. 
(Note the disappearance of the rash in the infra-red photograph). 


(By kind permission of Professor H. Haxthausen, Rigshospitalet, Copenhagen.) 








Fis. 3.—Lupus vulgaris. 


By infra-red photography. By ordinary photography. 
Note the showing only of deeper lesions and deep scarring in the infra-red photograph). 


(By kind permission of Professor H. Haxthausen, Rigshospitalet, Copenhagen.) 
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back to bed. For less severe cases a 2% tar, 2% salicylic paste is often used. 
Crystal violet is employed for epidermophyton and some cases of eczema. Others 
are painted with tar. For weeping eczema Dr. Lomholt uses linen wrung out of 
cooled boiled water and renewed five or six times a day. When the weeping has 
ceased tumenol paste is used. For some resistant eczemas, patches of psoriasis or 
of neurodermatitis, Bucky rays, thorium, or radium plaques era employed. 











Fic. 4.—Varicose veins. 


By ordinary photography. By infra-red photography. 
(Note the clear outline of veins seen in the infra-red photograph). 


(By kind permission of Professor H. Haxthausen, Rigshospitalet, Copenhagen.) 


{Lantern slides of lupus patients were shown and attention was drawn to cases in which 
lupus which had resisted cure for five, ten, or fifteen years cleared in a much diminished number 
of treatments with the new lamp. Verrucose and other forms of tuberculosis in the skin 
respond even more rapidly than the common variety. One case was shown of a boy whose 
disease for eight years had spread about the mouth and nose, despite all care, until a 
jejunostomy had to be performed by which to feed him. He was given the new lamp treat- 
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ment and also a new type of general arc therapy, and he improved immediately. Now he is 
gaining weight and though he still has to be fed through the jejunostomy the disease has 
almost healed and the mouth is being opened again by plastic surgery. (Fig. 1)]. 


Infra-red photography in dermatolgy has recently been introduced by Professor 
Haxthausen. The skin acts as mist does in infra-red landscape photography, and 
allows deeper lesions, such as lupus, to be photographed, while superficial conditions, 
such as specific rashes, and patches of pigmented skin, do not show up at all (figs. 
2 and 3.) The most striking and useful revelation is the presence of varicosity of 
veins over and above what had been suspected on clinical examination (fig. 4). I 
am indebted to Professor Haxthausen for the loan of the prints exhibited. They 
have been taken either by the light of a Finsen-Reyn carbon arc lamp, or of two 


4 Watt Nitrophot lamps. An Ilford sensitized plate and filter has been used. 

The PRESIDENT said that many of those present had seen Dr. Lomholt’s lamp at 
Copenhagen in 1930. It was now possible to judge the results of treatment with it which 
seemed to show that it was a distinct advance on the older methods. 


Tuberculin in the Treatment of Cutaneous Tuberculosis 


By H. Semon, M.D. and H. 8. BurNELL-JoneEs, L.M.S.S.A., 
D.P.H.Oxon. 


THE first trials in this connection were made in 1891, but were unfavourably 
reported upon. Six years later Sir Malcom Morris reported success in six cases of 
virulent lupus, using T.R., and other workers reported favourable results. But the 
method was soon abandoned, owing to adverse sequelze and, in some cases, definite 
aggravation. The introduction of other methods, notably the Finsen and carbon arc 
lamps, have completely overshadowed tuberculin administration at the present day. 
It would appear that very few dermatologists are using it, for we have been unable 
to obtain any information that could assist us in a choice of preparation, dosage, or 
time intervals, either in this country or abroad. 

In the treatment of the four cases demonstrated old tuberculin (T.A.F.) and at a 
later stage, tuberculin, B.E. (the bacillary emulsion) have alone been used. These 
preparations were obtained from Messrs. Bayer & Co., the English agents. T.A.F. 
briefly is the filtrate from cultures grown in a fluid medium free from peptone, and 
concentrated by evaporation to one-tenth of its original volume. 8.E. is the actua! 
growing bacillus, obtained from a solid medium, and after killing, ground down until 
it is so finely comminuted that no bacilli can be recognized, microscopically. It is 
made up as an emulsion 5 mgm. in | c.c. and diluted as required. Of the three 
reactions following injection (always hypodermic) (1) the “ track reaction’ or site of 
puncture is of no clinical importance. It does not necessarily precede a general 
reaction nor give indication of approaching intolerance. It does not indicate the 
severity of the patient’s infection. It is invariably more severe with T.A.F. than 
that following injection of B.E., which, on the other hand, is frequently followed by 
small indolent subcutaneous infiltrations. 

The “ general reaction’’ must be treated with more respect, for upon its 
severity partly depends the size of the following dose, and in some cases the time- 
interval of its administration. Shortly defined a severe general reaction includes a 
rise of temperature above 100° F., together with rigors, headache and malaise. It is 
particularly likely to occur in early cases of pulmonary infection if the dose is too 
high. 
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Focal reaction is the temporary flaring up of existing tuberculous foci wherever 
they may be situated in or on the body. It is the most important factor in the 
regulation of tuberculin therapy, and is a very real source of danger in cases of 
overdose or in subjects with a high degree of allergy. 

This is not to say, however, that some degree of focal reaction is harmful, for as 
Camac Wilkinson maintains “ we cannot fight the disease in the focus without the 
aid of reactions in the focus.” 

In treating skin and ocular lesions the focal reaction is under direct observation, 
but as the reactions are purely cutaneous we ignore them when they occur, and 
space and estimate the amount of each dose, purely on the temperature and the 
general reaction of the patient. As long as there is no marked decrease in weight, 
and as long as the lesions themselves are showing signs of healing, the normal 
intervals and graduated increases of the doses given are continued. 

The size of the primary dose depends on the reaction to the diagnostic intra- 
dermal and subcutaneous injections of T.A.F., and the history of the case. We 
determine an initial dose which would appear extremely unlikely to cause any 
disturbing effect (Hammer reports severe G.R. after 0°000002 c.c.). The doses are 
given twice weekly to maintain and increase tolerance. It seems to be generally 
conceded that it makes no difference what preparation of tuberculin is used, although 
there is some evidence that suggests that B.E. does not cause the same temperature 
effects as T.A.F. Theoretically B.E. attacks the bacilli, T.A.F. the products of their 
activity, i.e., the toxins. 

We believe as a result of our observations in the following cases that : 

(1) The tuberculin treatment has fallen into undeserved neglect. 

(2) In certain types of apparently hopeless tuberculosis of the skin it offers a 
reasonable chance—-where other methods have failed—of improving the local 
condition and the general health. 

(3) When such improvement has occurred, it becomes possible to apply more 
modern and selective treatments, which the ulcerated conditions described in our 
series would not have tolerated. 

(4) It appears to us that the treatment should be rescued from its present position 
aus a last resource. It is rarely applied for instance, in early renal, pulmonary, 
osseous, or ocular tuberculosis, in the treatment of which Camac Wilkinson has 
shown in a recent book that it is exceedingly valuable even when unsupported by 
other agents. 

(5) We consider that one or more public treatment centres should be established 
in London, as the work involved is highly specialized and time-robbing and could 
not fairly be allocated and added to the routine of any particular department at a 
hospital. 


I. R. an Italian, aged 58, had been referred from the London Hospital in July 1919 for 
extensive ulcerating lupus of the face. The cartilages of the nose had long since been 
destroyed, there were “ open ’’ patches on both cheeks, and the ears were also in, process of 
destruction. . He was admitted to the wards in August 1919, and after thorough scraping of 
all the affected granulating areas, with application of Souttar’s cautery, was discharged much 
improved in January 1920, for treatment as an out-patient. By April there were active 
recurrences on the cheeks and on the buccal mucosa—for which his remaining teeth had to 
be extracted. During the ensuing two months tentative attempts with T.B3. and staph. 
vaccine effected some apparent improvement, but it was of short duration, and in May of 
that year a few X-ray treatments were given to the active patches on the cheeks. Between 
1922 and 1926 he ceased attending, but in February of that year he reappeared and was 
treated with very variable results and much fluctuation of the local infections, with the 
carbon-are lamp to the body, and the Kromayer compression method (blue glass) to the lesions. 
These however persisted, healing at times and breaking down into septic and destructive 
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ulcers at others. In April 1933, he attended for tuberculin injections and has made slow, 
but steady progress ever since. Except for some slight ulceration of the right pinna, all the 
open lesions have healed, and his weight, subjective reactions to the summer sun, which had 
greatly distressed him previously, have improved. 

William W., aged 51, had suffered from severe lupus of the face for six years, when he 
was first seen as an out-patient in August 1930. The infection was believed to have started on 
the nose, and soon afterwards the skin in the neighbourhood was accidentally cut by broken 
glass. The patient had had no medical treatment for four and a half years. There was no 
history of tuberculosis either in the patient or his family. On admission, the skin of the whole 
face and much of the scalp was infiltrated by the tuberculous infection, and on the left cheek 
there was a large ulcer, with frayed indolent edges. Local treatment with the tungsten arc 
lamp, and with pure lactic acid by the laryngologist for destructive ulceration of the septum 
and nasal choane was carried out in the wards with some success. In November, sub- 
cutaneous injections with iodized ol. morrhue 5 c.c. weekly had a good result, so that in 
July 1931 the ulcerations had healed, and he was discharged for convalescence to Clacton, 
with injunctions to continue on the salt-free diet he had been given while in hospital. 

The patient was liable to alcoholism and this may have been a contributory cause of the 
complete and severe relapse which again brought him to hospital. In September 1932 he 
was still in bed with ulceration of the whole forehead, face and anterior half of the neck. The 
vascular granulations bled at the slightest touch, he was hideously disfigured, so that for the 
sake of the other patients he had to wear a lint mask continuously. 

Tuberculin treatment was begun on September 24, 1932, with an initial dose of 0-000005 
cc. T.A.F. The injections were continued bi-weekly to March 28, 1933, when the dose had 
reached 0-12 ¢c.c._ From April 1, tuberculin emulsion (B.E.) has been used, starting with an 
initial dose of 0-001 c.c., rising by bi-weekly increments to 0-375 ¢.c. in seven months. From 
that point onwards the injections were given weekly. 

The first series of injections in September 1942 caused burning of the face and swelling 
of the upper lip. Improvement had begun on November 12, forty-nine days after commence- 
ment of treatment. On January 3, 1933, the dose had reached 0-004 T.A.F., and from about 
this time onwards, the general reactions began to increase in severity, and the focal reactions 
were also more marked, lasting two or three days after each injection. On February 20 it 
was noted that there were no raw areas of any size on the cheeks or scalp. A resistant small 
ulcer to the left of the nose was still present on April 1, and a change was made to the 
B.E. preparation, which was given in increasing doses, starting from the lower level of 
0-001 c.c. 

The second and third doses were doubled without ill-effect or rise in temperature. 
The increases from this point onwards averaged 20 to 30% and were continued throughout 
May, June and July. On August 2, it is noted that all ulcers are healed and the skin is 
loosing its intense redness. Injections of B.E. are being continued once weekly at the 
present time—the latest having reached a dose of 0-95 c.c. B.E. Although itis obvious that 
much lupus tissue persists, it is in a quiescent condition and suitable for Finsen or other 
therapeutic measures. 

A. ht., female, aged 47. First seen in July, 1929, with two “ gummatous ”’ ring-like, and 
extremely chronic ulcers on either side of the chin and just below and partly involving the 
mouth angles. There were two areas of leukoplakia buccalis, possibly caused by dental plates. 

The Wassermann reaction was negative. Notes submitted by the ophthalmic department 
stated that the patient had been treated at Moorfields two years previously for tuberculous 
kerato-irido-cyclitis. 

The ulcers, which could scarcely be dignified by that name, as their bases were almost 
covered—except at the extreme periphery —with epithelium, were each about the size of a 
shilling and exhibited a raised, almost circular edge, which was only occasionally crust- 
covered. A portion removed for biopsy about this time was reported to be a “ papilloma, 
with many hair follicles and patches of round inflammatory cells, and old blood-pigment 
intermingled.” The pathologist did not support the clinical diagnosis of tuberculosis. In 
the autumn of 1929 the patient was shown at a meeting of this Section, but a firm diagnosis 
could not be obtained, although tuberculosis was regarded as the most probable. 

Various treatments—including pyotropin, the Kromayer lamp compression method, the 
general carbon-arc bath, freezing with carbon dioxide, sanocrysin, X-rays, and, finally, 
intravenous antiluetic treatment-—all proved unavailing. The disfiguring indolent rings 
persisted and, in addition, some ulceraticn of the right lower lid had developed and the 
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eyesight had deteriorated considerably, while there was increasing activity of the right 
cutaneous ulcer, so that, probably by lymphatic extension, the adjoining buccal mucous 
membrane had become involved. 

On May 5, 000001 c.c. of tuberculin (T.A.F.) was given intradermically, and on May 11 
there was still a marked local reaction, although there had been no rise of temperature. A 
course of bi-weekly injections (subcutaneous) was decided upon, and on July 13 the buccal 
lesions had cleared and the ulceration on the lower lid had almost healed. The vision had 
also greatly improved so that the patient was able to read a newspaper without glasses and 
resume a modified extent of her previous occupation. The largest dose, given no 
less than five times, bi-weekly, was 0-175 T.A.F. She is now on 3.E. and has reached 
0-035 ¢.c. Latterly her attendance has been irregular owing to the nature of her employment, 
and subsequent doses will have to be reduced. 

The cutaneous improvement in this case was unduly long in appearing, and it was only 
by persisting against apparent failure that definite improvement occurred, five months after 
commencing treatment. It should be emphasized, on the other hand, that the ocular 
improvement was very rapid, so that she was able to discard her glasses in twelve weeks 
from the date of her first injection on May 14. 


Regarded asa control, the case of L. B., male, aged 53, is of some interest and 
importance. This man was referred from the aural department on February 8, 1933, 
with the suggested diagnosis of rodent ulcer on the scalp above the right ear. 
The appearances were strongly suggestive of that disease, but before applying 
radiotherapy a small piece was submitted to the pathologist. His report was “ strongly 
suggestive of tuberculosis.” A doubtful intradermal test response was obtained 
and we instituted tuberculin therapy in April. This was continued for four months 
without any clinical improvement. Another biopsy on August 17, produced the 
diagnosis of infective papilloma, and it was only with the sudden development of a 
presternal swelling, which was at first suspected to be a secondary deposit, that a 
Wassermann test revealed the true nature of the symptoms. Antisyphilitic 
treatment had a rapid effect, and the ulcer is now healed. The complete failure to 
respond to the tuberculin treatment, while the other four cases were improving so 
markedly, is very significant, and indicates the strictly specific nature of this line of 
therapy. 

The atypical temperature chart is worth comparing with the others of the 
series,” and illustrates the value of the method in establishing the absence of a 
tubercular infection, both in the lesion suspected, and in other tissues 


[*Temperature charts were demonstrated and explained on the epidiascope. | 


‘ 


Discussion.—Mr. C. L. GIMBLETT, referring to cases of tuberculosis in the eye, said that 
one encountered a special kind of iridocyclitis (an inflammation of the iris and ciliary body, 
with effusion into the vitreous and deposits of small white spots on the back of the cornea 
known as keratitis punctata) in which every kind of investigation as to the cause proved 
negative, nose, throat, teeth, stools, were examined, Wassermann tests were made, and the 
genito-urinary tract was examined, all with negative results. As soon as any deterioration 
of health occurred there was a relapse, and to add to the patient’s anxieties the other eye 
began to be affected in the same way. 

Some of the cases consistently negative to the tests usually applied were positive to the 
intracutaneous tuberculin test and responded to tuberculin treatment in a remarkable way. 
In 1927 he had sent such a case to Dr. Camac Wilkinson with the result that the eye 
first attacked had been saved, and the second eye had shown no further deterioration. He 
had never seen iridocyclitis in a man with advanced phthisis or a tuberculous kidney or joint. 
He believed that a large number of people became infected with tuberculosis and a consider- 
able portion of them recovered without having further trouble from the disease. A small 
proportion went downhill from the start and had to have sanatorium treatment, but a con- 
siderable remainder never got quite well, and when their resistance fell below par they were 
liable to have iridocyclitis. It was unlikely that such cases would be diagnosed by the 
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physician as tuberculous, but they were positive to intracutaneous tuberculin tests and 
responded well to tuberculin treatment. 


Dr. R. CARSWELL said that he had had an opportunity of seeing these cases of tuberculosis 
of the skin seven months ago at the Royal Northern Hospital, and again shortly afterwards 
in private with Dr. Burnell-Jones, when certain matters of technique came up for consideration, 
and that he was able to testify to the great improvement that had taken place in all the 
cases. He had joined the Society with the primary object of seeing them again and taking 
part in the discussion concerning them. He was of opinion that the cases seen to-day had 
a good chance of becoming historic, and for the following reasons: (1) being visible 
manifestations of tuberculosis, they were in course of treatment by progressively increasing 
doses of tuberculin, raised to large amounts, in accordance with Koch’s directions; (2) the 
whole substance of the bacillus was being used as the immunizing agent; (3) no entirely 
satisfactory or adequate examination of Koch’s work on this subject had hitherto appeared, 
certainly not in this country. The nearest approach to it was to be found in a paper by 
Sir Malcolm Morris and Dr. Arthur Whitfield, entitled ‘ Six Cases of Lupus Vulgaris treated 
by Koch’s New Tuberculin,” published in the British Medical Journal in 1897. In that 
paper the authors reported that the good effects referred to by Koch nad been fully confirmed, 
“the improvement in one or two, and these the worst of them, being so remarkable that the 
necessary bald clinical record failed to convey an adequate idea of the change that had been 
wrought in the affected parts, to be fully appreciated they had to be seen.”’ 

It was unfortunately true that all the cases relapsed and that Sir Malcolm Morris and Dr. 
Whitfield subsequently abandoned the method altogether, so far as could be discovered from 
the literature. Dr. Burnell-Jones had already gone further than the two authorities mentioned : 
he had now reached nearly 1 c.c. of the bacillary emulsion, which was more than double 
the highest dose recorded by them. 

In view of the significance of the cases now shown, he wished to suggest that Dr. Semon 
and Dr. Burnell-Jones be asked to bring forward these cases periodically, at intervals of three 
months or so, for a considerable time to come, in order that the further course of events might 
be watched by the members of the Society. It would not be too much to ask for a three 
years’ course of treatment, with intervals, in cases of this severity. 


Coincident Lupus Vulgaris and-Lupus Erythematosus.—H. W. 
BARBER, M.B. 


C. M., aged 19. Nothing relevant elicited from family history. About nine 
years ago the patient was operated on at King’s College Hospital for tuberculous 
glands in the neck. There is a long scar below the line of the lower jaw on the left 
side, another small one on the left cheek near the angle of the jaw, and another on 
the right fold of the neck above the clavicle. Soon after the operation, the existing 
patch of lupus vulgaris appeared at the site of the small scar on the left cheek. 
The lupus erythematosus first appeared on the scalp about eighteen months ago, 
and the patch on the right cheek about four months later. 

Present condition.—There is a patch of lupus vulgaris, as already stated, on the 
left cheek near the angle of the jaw. This was evidently a sequel to the operation. 
On the scalp there is extensive lupus erythematosus, with loss of hair and follicular 
plugging. Another patch is present on the right cheek. 

Recently the patient has developed symptoms of right-sided hemichorea, with 
some right facial paresis. There is involuntary flexion of the fingers of the right 
hand, particularly of the middle and ring fingers. The plantar reflexes are flexor on 
both sides. There is no nystagmus. Dr. Symonds kindly saw the patient for me, 
and thought the nervous symptoms were probably due to a cerebral tuberculoma. 

Dr. J. M. H. MAcL&Eop said that, as far as he was aware, this case was unique in this 
country. Some years ago he had occasion to review the records of the cases of lupus 
erythematosus at Charing Cross Hospital! during fifteen years and those shown at the meetings 
of the Dermatological Society of London, and had found that in only 10% were tuberculous 
stigmata recorded, and in none of them was there mention of lupus vulgaris. 
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Symmetrical Hyperkeratosis of the Palms and Soles--H. W. 
BARBER, M.B. 


F. A., aged 56, consulted me on November 1, 1933, on account of the present 
condition of his hands and feet ; it had begun some three months previously, on the 
feet first and later on the hands. 

I have long been interested in these cases, of which this patient is a very good 
example. The condition, when fully developed, is characterized by: (1) An 
erythema of the palms and soles, which tends to invade the lateral surfaces of the 
hands and feet. (2) Hyperkeratosis corresponding exactly to sites of maximum 
pressure and friction. This is, as a rule, particularly well seen on the toes, ridges 
of thickened horny layer appearing on those parts of the toes which are pressed upon 
during standing and walking. (3) The formation of deep painful cracks in the 
hyperkeratotic areas. (4) Subjective sensations of burning and itching in the palms 
and soles. 

The condition must not be confused with psoriasis of the palms and soles, or 
with the hyperkeratotic variety of epidermophytosis. Confusion with the latter 
may arise owing to the fact that lateral pressure by the shoes may cause 
hyperkeratosis of the skin between the toes. 

In my patient it will be seen that there is the diffuse erythema, above described, 
and that on the feet the hyperkeratosis corresponds to the maximum areas of 
pressure. On the palms it is present chiefly in the centres and on the skin between 
the thumbs and first fingers. Examination of scrapings from between the toes, for 
fungus, was negative. 

The patient is obese, plethoric-looking, and emphysematous. The systolic 
blood-pressure is 140. There is no albuminuria or glycosuria. 

In nearly all the cases in which I have investigated the point, the blood-uric 
acid has been high. In this case it is 5:3 mgm. per 100 c.c. (normal 0:7 to 3-5). 
In some of my patients there bas been a history of recurrent attacks of acute gout. 

Treatment by diet, abstention from alcohol, and the internal administration of 
colchicum and alkalies, with a strong salicylic ointment locally, has on the whole 
given good results. 


Acne in a Child aged 2 years.—A. M. H. Gray, C.B.E., M.D. 


This case is almost identical with that published ten years ago by Drs. Beatty 
and Biggar (Brit. Journ. Derm. and Syph., 19238, p. 325). 

The lesions are localized to the cheeks and consist of a number of discrete 
comedones with a few acne papules and deep-seated nodules. There is no grouping 
of the comedones. Drs. Beatty and Biggar were able to grow acne bacillus in their 
case. In this case, although there are some Gram-positive cocci and _ bacilli 
present, we have not been able to grow the acne bacillus. 

There is a history of camphorated oil being rubbed into the child’s chest when 
she was three months old; none has been employed since. It has also been 
admitted that at the same time a little was rubbed on to tha bridge of the nose, 
though there is no significance in this, as lesions of this type have been noticed on 
the face after the application of oil to the chest. 

Clinically it is difficult to distinguish between this case and one of ordinary acne 
vulgaris, and it raises the interesting question as to the origin of ordinary acne. 


Multiple Symmetrical Fibro-Angiomatous Nzvi of the Face and 
Hands.—I. MurnprE, M.B. 

Patient, a clerk, aged 23, has a bilateral fibro-telangiectatic papular affection of 
the ears, nose, scalp, and fingers, with a few scattered lesions over the forearms, 
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thigh and trunk. He says that he was born with “ reddish-brown” nodules on the 
ears and nose, but that he first noticed those on the hands eight years ago. His 
general health is good. An aunt had a large “ port-wine” stain over the chest, 
but there is no family history of nevi of any other kind or of any nervous disorders. 
The most marked lesions are to be seen on both ears. On the external surface 
there are numerous hard discrete pinhead-sized papules, which are mostly skin 
coloured, but which, on stretching, appear more yellowish. Here and there some 
are capped with few telangiectatic blood-vessels. On the helix there are larger 
lesions, some attaining the size of a split pea, and they are covered by a loose 
overlying skin of a purplish colour, due to the presence of numerous telangiectases. 
On stretching this skin one can see numerous closely-set deep-seated pinhead-sized 
nodules of a pale lemon tint. The blood-vessels over the helix, even between the 
nodules, are very dilated. There are a few millet-sized papules on the inner surface 
of the pinna, and here the overlying skin is taut and occasionally telangiectatic. 
On the sides of the nose there are similar firm papules and the skin generally in 
this part is coursed by dilated blood-vessels. There are a few millet-sized papules 
situated at the anterior hair margin (on the right side) and numerous others over 
the occiput. In the lumbar region there are three deep-seated nodules which are 
only apparent when the skin is drawn taut and there was another on the right thigh 
which was removed for biopsy. There are a few similar papules on the arm and 
many pinhead-sized papules over the dorsal and lateral aspects of the two distal 
phalanges of the fingers and thumbs. There are no lesions on the buccal mucosa. 
Histology.—Sections were made from papules removed from the ear, finger, and 
thigh, and the histology, except for the presence of many more widely dilated blood- 
vessels in the papule from the ear, is essentially the same in all the preparations. 
There is no appreciable change in the epidermis. The collagen fibres in the pars 
reticularis show a relative increase in density. In the pars reticularis there are large 
round zones of closely packed broad collagen bundles between which there is a 
marked proliferation of connective-tissue cells. Around the lower part of a hair 
follicle one can see a pure dense fibroid nodule. In a section from the finger one 
oi the deeper nodules has undergone degeneration, staining yellow with van Gieson’s 
stain, with disappearance of the elastic tissue. At the junction of the pars 
papillaris and reticularis there is a zone of very dilated blood-vessels. The elastic 
tissue is unaltered in the papille, but in the fibroid zones the fibrils are swollen and 
fragmented. 
In none of the sections were sebaceous ylands to be seen. 


Dr. J. T. INGRAM said that the patient gave a history of epistaxis, as did his father and 
members of his father’s family. He (the speaker) thought that this was a case of Osler’s 
familial telangiectasia. 


Folliculitis Decalvans (Quinquaud).—L. Forman, M.D. 


Miss M. C., aged 23.—Five years’ history of bald patches on the vertex of the 
scalp, associated with small pustules. These appear and dry up very quickly 
twenty-four hours afterwards, and are occasionally associated with swelling of the 
regional lymphatic glands. No boils or pustules anywhere else on the body. 

The whole of the vertex of the scalp involving the temples is erythematous. 
There are numerous atrophic bald patches irregularly distributed. 

Some follicular scaling is present, and a few follicular pustules have been seen. 
Culture from pustule gave Staphylococcus aureus. The patient was very sensitive to 
intradermal staphylococcal vaccine, and has had three injections of 25 millions at 
weekly intervals. 

She says she has improved, in that there have been fewer pustules. 
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Dr. G. 13. DOWLING said that this case probably corresponded to those which had been 
exhibited on numerous occasions by Sir Ernest Graham- Little, in which lichen-spinulosis-like 
follicular lesions in the scalp and axille had been followed by cicatricial alopecia. In Dr. 
l’orman’s case follicular hyperkeratosis was a pronounced feature and was present on the 
face as well as on thescalp. The pustulation might be explained by infection of the lesions 
of keratosis pilaris. 


Pemphigus Vegetans.—Sir ERNEST GRAHAM-LITTLE, M.D. 


Patient, a Jewish working tailor, aged 55, six months ago began to have skin 
trouble in the armpits and nostrils, and about four months later an excoriated 
surface developed on the larynx, for which he was seen by a throat specialist, 
who was unable to make a diagnosis. 

I saw him first on November 12, when there were several excoriated surfaces 
upon the mucosa of the mouth and lips and inside the nostrils, and a spongy, 
weeping surface in both armpits. There were no blisters at this time anywhere 
and I was uncertain of the diagnosis. 

I sent the patient to the Inoculation Department, where cultures taken from 
the lesions in the armpit showed a profuse and pure growth of an organism which, 
after some discussion by the experts in the Inoculation Department, was called a 
diphtheroid organism of an atypical form, certainly not Klebs-Loeffler. The purity 
and profuseness of the growth suggested the specificity of the organism, and a 
vaccine has been prepared and is now about to be used. He now presents, for the 
first time, a crop of perfectly typical bulla on the side of the chest below the axilla, 
and the diagnosis of pemphigus vegetans is possible. 


PostscRiIpt.—December 15, 1933. I have seen the patient to-day. During 
the interval since the meeting he has had 5-minim doses of Fowler’s solution three 
times a day, and local antiseptic treatment. The lesions in the mouth have 
certainly diminished, and the vegetative masses in the axilla have become less 
pronounced, the chief discomfort now being caused by the excoriation on the lips. 
There is now also some excoriation in the ante-cubital fossa, probably derived 
from a burst bulla, and there is the typical offensive smell from the mouth and 
from the axille. 

There is singularly little constitutional disturbance, and the patient refuses 
admission to hospital. [E. G. G.-L.] 


Eruptive Hydradenoma (Jacquet and Darier).—Roprerr KLABER, M.D. 


The patient, a woman, aged 22, has had for four years a few small papules on 
the front of her neck. These have recently increased in number and are now also 
present in large numbers on the front of the chest and abdomen. 

They are yellow-brown in colour and vary from the size of a pin's head to that 
of a hemp seed. There is no irritation. 

The clinical diagnosis of eruptive hydradenoma has been confirmed by a biopsy. 
The section shows epithelial masses, some of which are cystic, lying in the corium. 
Their character is highly suggestive of the primitive apocrine origin, generally credited 
to this condition. 

In a microscopical section there are seen, in the middle third of the corium, 
several rounded or irregularly shaped epithelial masses, some of which show central 
cystic dilatation and contain homogenous material. The character of some of these 
epithelial cysts suggests a primitive apocrine nevus origin. 
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? Tricho-epithelioma.—RonertT KLABER, M.D. 


The patient, aged 26, is a sister of patient in the last case. She has had, as long 
as she can remember, flat-topped, white nodules on both eyelids of both eyes. This 
condition suggests an example of a so-called “ tricho-epithelioma.” 


Erythema Multiforme and Erythema Induratum.—G. B. DowLinG, M.D 


The patient is a midwife, aged 40. As a child she suffered from tuberculous 
cervical adenitis. About two or three years ago nodules began to develop on the 
legs (erythema induratum) and about a year ago an enlarged gland appeared on the 
left side of the neck. In April 1933, an eruption similar to that which she now 
presents appeared on the hands and fingers and lasted for six weeks. The present 
attack of erythema multiforme began two weeks and a half ago. The lesions are on 
the palms, fingers, the dorsal aspects of the hands, the elbows and a few at the tips 
of the toes. Fresh lesions are appearing from day today. They consist at first 
of small bullae which spread out peripherally; later they present in some 
instances three zones—a central dark hemorrhagic zone, a bullous ring, and an 
outer erythematous zone. They are more indolent than those in the average case of 
erythema multiforme but heal without scarring. 

Is the erythema multiforme in the present instance to be regarded as a 
tuberculide ? 


Discussion.—Dr. H. SEMON said he thought that this would be a good case for tuberculin 
treatment. In a case described by Dr. Camac Wilkinson of erythema nodosum associated 
with tuberculous iridocyclitis, the condition cleared up, and did not recur after the eye 
condition had subsided under tuberculin treatment. 


Dr. R. CARSWELL said that in his opinion this case was unsuitable for the subcutaneous 
test by tuberculin, owing to the presence of clinical tuberculosis elsewhere. Its therapeutic 
use was worth a trial, but care would have to be exercised, considering the family history. 


Dr. A. M. H. GRAY said he would not call the condition in this case erythema multiforme ; 
it was a type seen fairly frequently, though not usually in such marked degree. It usually 
appeared as tiny lesions on the sides of the fingers, the lesions were superficial and healed 
without scarring. Sometimes the lesions were larger and showed vesiculation or contained 
a turbid fluid. It was, he thought, the condition Crocker called acrodermatitis pustulosa 
hiemalis. He (the speaker) regarded it as a tuberculide. 


PosTscRIPT.—A week after the meeting the erythema-multiforme-like lesions 
had cleared up almost completely. (G.B.D.| 


Ringed Lesion on Forehead: Case for Diagnosis.—G. B. Dow.ina, M.D. 


A woman, aged about 50, has on the forehead a ringed lesion which has 
been present for about two and a half years. It began just in front of the hairy 
margin, has extended slowly forward and now measures two and a half inches in 
diameter. There is an outer narrow ring, light brown in colour and slightly 
infiltrated.. The ring is incomplete, being lost in the hairy scalp; it encloses an 
atrophic area, of a rather glistening bluish colour. Although the edge looks and feels 
granulomatous, the sections show no granulomatous change or anything that would 
throw light on the diagnosis. 


Discussion.—Dr. R. T. BRAIN said that five years ago he had shown a case of a similar 
condition, which he had called lupus annularis. The patient had ringed lesions on the 
forehead, and the condition had been going on for five years. There had been no reaction 
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to i‘insen treatment, and biopsy showed typical tuberculous giant cells, though histologically 
it was not characteristic of lupus vulgaris. Dr. Barber had suggested that the condition was 
sarcoid. He had watched the patient since, and the lesions had persisted. They had a 
tendency to clear up in the centre with slight atrophy, and to spread with a faintly brown 
translucent margin. 


Dr. J. T. INGRAM suggested that the lesion was granuloma annulare. 


Sycosis of the Scalp with Cicatricial Alopecia.—-G. B. Dow1Lina, M.D. 

The patient, a man aged 50, developed sycosis of the scalp about two years ago. 
‘According to the history, the initial lesion consisted of circumscribed patches, but 
these became confluent with others. The whole of the vertex and crown is now 
scarred and almost devoid of hair, while active follicular pustules are found at the 
periphery of the scarred area. 
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November 10, 1933) 


Kayser-Fleischer Ring in Cornea in Two Cases of Wilson’s Disease. 
(Progressive Lenticular Degeneration.)—S. A. KINNIER WILSON, M.D. 


Lenticular degeneration is very rare in any case, and the Kayser-Fleischer ring, 
as itis called, is a still greater rarity. I have seen the ring only three times. 

The two children I now show came to the out-patient department at King’s 
College Hospital, separately; their condition had been diagnosed as “ post- 
encephalitis.’’ The finding of the ring has been corroborated by my ophthalmological 
colleagues at King’s, and by my colleague at Queen Square, Mr. Leslie Paton. The 
ring is easier to see in the boy than in the girl, because the girl’s irides are dark. It 
consists of the deposition of minute granules of pigment on the under surface of the 
cornea, far out, and you can see it through the cornea. It must be associated with 
cirrhosis of the liver, which both these children, I do not doubt, have got. It is 
true that the levulose tolerance test has proved negative in their cases, but that is 
probably because the liver is not so much affected as it may be some day. I have 
been told that five-sixths or seven-eighths of the liver must be involved before the 
test becomes positive. Therefore what we have found is not against the diagnosis. 

Why some cases show this ring and others do not, I cannot say, nor do I know 
what is the relation between it and the peculiar variety of cirrhosis of the liver which 
these patients have. I am content to describe it as a corneal ring of pigment of a 
greenish golden colour, associated with a form of cirrhosis of the liver, and also with 
nervous symptoms which belong to the lenticular group. 


Discussion.—Mr. LESLIE PATON said he was sure that members would be glad that 
Dr. Wilson had come himself to show them such a good example of the Kayser-Fleischer 
ring. Probably most of them had heard of it, but few had seen it. Speaking from 
memory, he would say that the boy was an even better demonstration of the condition than 
Dr. Barnes’ case shown to the Section of Neurology some years ago. Possibly that was 
because he had blue irides and, consequently, the greeny-bronze ring showed up better. 
The brown iris of the girl afforded less contrast. The suggestion had been made that the 
ring was due possibly to a copper or manganese deposit, and he would like to know what 
Dr. Wilson himself thought of that suggestion. There must evidently have been a disturbance 
of metabolism affecting some of the minor constituents of the body and causing this metallic- 
looking deposit on the back of the cornea. 


Mr. T. HARRISON BUTLER said that in the case which Dr. Barnes and he had seen the 
colour was more intense than in the cases now shown. There was a brownish-yellow iris 
and the condition was more advanced. 

With regard to the cause, he thought that the liver possessed an extraordinary power of 
accumulating copper, and that the kidney accumulated silver. It was conceivable that a 
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disorder of the liver of a certain kind might so alter the metabolism of copper in the body 
that some was liberated, with manganese perhaps, to form the coloration. He had read that 
in Manganese poisoning a coloration was produced which was scarcely distinguishable from 
that in the Kayser-tleischer ring. 


Dr. KINNIER WILSON (in reply) said that the syndrome of manganese poisoning was like 
that of lenticular degeneration, i.e., tremors, with rigidity. In experiments the syndrome of 
manganese poisoning had been reproduced. He was not aware of the record of any case of 
manganese poisoning in which reference was made to the formation of a coloured ring of the 
kind these cases showed, but he understood that in some cases there might be a deposition 
of manganese in a general way. In the condition now shown it was a local manifestation. 
‘These two children had it at an early stage. All the evidence available seemed to show that 
the liver disturbance preceded the other phenomena, and that the liver disorder came before 
the nervous. 


Three Cases of Arachnodactyly with Ocular Signs.—E. F. Kina, F.R.C.S. 


(I) C.H., female, aged 37. 


History.—Vision in both eyes always defective. Glasses have never helped. 

On examination.—Right eye : Iridodonesis ; pupil dilates moderately to mydriatics. 
Ectopia lentis, up and in. Diffuse haze throughout lens. Fine vitreous opacities. 
Choroidal scarring below optic disc. V = ¢5 with + 1:0 sph. = 3%. 

Left eye: Iridodonesis. Pupil dilates moderately to mydriatics. Ectopia lentis, 
upwards. Diffuse haze throughout lens. Fine vitreous opacities. Choroidal 
scarring to outer side of optic disc. V = 45, not improved. 

Patient of normal build ; long, thin fingers; size 74 in shoes. 


(II) D.H., daughter of C. H., aged 18. 


History.—- Vision never good. Wore glasses at school, but not since. 

On examination.—Right eye: Iridodonesis. Pupil dilates well to mydriatics. 
Ectopia lentis, upwards. Coloboma lentis, with local opacity below. V = s's, not 
improved. 

Left eye: Iridodonesis. Pupil dilates moderately to mydriatics. Ectopia lentis, 
upwards. Coloboma lentis, with local opacity below. V = #5, with — 3-0 sph. = ao. 

Patient of normal build. Long, thin fingers ; size 6 in shoes. 


(III) K. H., daughter of C. H., aged 13. 

History.—Vision always defective, left more so than right. Has always worn 
glasses. 

On examination.—Right eye: Iridodonesis. Pupil dilates moderately to 
mydriatics. Ectopia lentis, laterally. _Coloboma of lens, medially. Diffuse haze 
throughout lens. V with — 10-0 sph. = 2%, with + 12-0 sph. = ;s. 

Left eye : Congenital ptosis. Divergent iridodonesis. Pupil dilates moderately 
to mydriatics. Ectopia lentis, up and out. Remains of pupillary membrane on 
anterior lens capsule. Coloboma lentis, medially. Diffuse haze throughout lens.- 
V = Counting fingers at 1 ft., not improved. 

Patient tall ; poorly developed musculature. Long, thin fingers; size 6 in shoes. 

There is an old central choroiditis in both eyes. 

The only other child in the family is a daughter, older than these children, and 
in her case we can find no abnormality, either in general build or in the eyes. 


The PRESIDENT asked whether the exhibitor had considered the possible advantage of 
iridotomy of the lower part of the sphincter in any of these cases. In some cases of dislocated 
lens it was a useful operation. In these cases, if there was typical arachnodactyly, death 
often occurred at an early age. He had shown at a recent section meeting two members of a 
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family of which four members were examples of the condition, two of whom had died under 
16 years of age after operation for glaucoma by discission of the lens. 


Three Cases of Congenital Nuclear Hypoplasia.—Frank W. Law, 
F.R.C.S. 


(I) H. G. Condition present from birth. Bilateral facial palsy. Eye move- 
ments: No abduction or adduction; depression is associated with involuntary 
convergence which accounts for characteristic posture when standing. Defective 
closure of the lids. 


(II) J.S. The condition here also is reported as having been present since birth. 
Bilateral facial palsy—‘ improving greatly under electrical treatment.” Convergent 
squint; movements restricted to elevation and depression ; adduction, abduction, and 
convergence absent. Speech has much improved since the child has been under 
observation. 


(III) E. A. The parents noticed that when 5 years old the child did not raise his 
head. Deficient elevation; no abduction: convergence is very weak or ? absent. 

In such cases as these there is said to be a characteristic association of other 
congenital deformities—-a contention supported by these three cases. In the first 
there was a left club-foot, which has responded successfully to fifteen operations ; 
the second patient has a hare-lip and the third had a nevus of the scalp (removed) 
and has a nodule by the left ear (? rudiment of accessory auricle) and a right 
undescended testicle. 


Tuberculous Keratitis treated by Local Ultra-violet Rays.—Frank 
W. Law, F.R.C.S. 


M.T., a girl, aged 17, began to have trouble with her eyes eighteen months 
ago, first with the right eye, and a few weeks later with the left. The condition 
was acute for three months. She attended the Royal Eye Hospital and had 
tuberculin injections, and injections of allergin. The Wassermann reaction was 
negative. She was transferred to the Royal London Ophthalmic Hospital under 
Sir Stewart Duke-Elder, by whose permission I show the case. She had a few 
exposures to general ultra-violet light, and then local therapy was suggested. The 
eyes had a general vascularized interstitial corneal haze, with yellowish deposits, 
almost caseous in appearance, throughout each cornea; remains of these are still 
to be seen in each eye. 

Treatment.—She has had a total of 340 minutes’ local therapy to the left eye, 
and 135 minutes’ to the right. Treatment was begun on the left eye (temporal side). 
The patient is now having irradiation to the nasal side of the left eye and the 
temporal side of the right eye. Dosage is five minutes three times a week. 

The case is shown to demonstrate the response to treatment by irradiation, the 
order of which can be readily deduced from examination of the cornew. When 
treatment was begun, both eyes were quite white and quiet, and there was no sign 
of clearing under treatment by atropine and heat. Vision is now: right eye, x9; 
left eye, 3°s (with correction). 


Mr. 8B. W. RycROFT said he saw this case at the Royal Eye Hospital in an earlier stage 
ofthe condition. Originally it was under Mr. Arnold Sorsby, who suggested that the patient 
might be transferred to Moorfields for local light treatment. He (Mr. Rycroft) could testify to 
the marked improvement which Mr. Law had described. When he saw the case the vision 


in the right eye was @o and in the left 36° 
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Monocular Proptosis (Left) with Retinal Changes.—MonvTacuE L. 
HINE, F.R.C.S. 

L. W., female, aged 44, was first seen at the Royal Westminster Ophthalmic 
Hospital, May 1932. The history then obtained was that the left eye had been 
noticed to be prominent for “a few weeks,’’ and the sight blurred. Patient had 
only discovered the blurring quite accidentally, when she had covered the right eye 
for no special reason. 

Examination at that time showed: Right vision, $; left vision, fingers at 4 metre. 
Pupils equal and active. Proptosis of left eyeball, directly forwards. Movements 
good in all directions. Slight tenderness on pressing globe backwards. 

Pallor of optic disc, left, with full peripheral field of vision. 


Examination.—A large temporal paracentral scotoma to 1° white T.O. Three 
deep retinal bands extending down and out from optic disc. 

Wassermann reaction, negative. Urine, normal. 

Medical examination found no sign of Graves’ disease or of any disease of the 
central nervous system. 

Radiological report: ‘“ Nothing abnormal in orbit. . . . Pituitary fossa abnor- 
mally small, but posterior clinoid process appears very thin and angular, just 
suggesting possibility of erosion.” 

Course: Proptosis is much as before; variable. Scotoma has considerably 
diminished in size. Vision is 49 looking sideways, with correction + 5D sph. with 
+ 2D cyl. ax. vert. Two additional retinal bands have developed to the nasal side 
of the optic discs. There is some increased resistance to backward pressure. 

I have shown this patient to get some opinions as to whether I should do 
anything further but watch and wait to see what happens. 

The patient’s husband says he had noticed that her left eye had been prominent 
for three or four years, but he had not mentioned this to her. This is important, 
as indicating that the condition was well established when I first saw her. 

There is no doubt that the resistance to backward pressure on the globe is more 
marked than eighteen months ago, and it looks as though the cause of the proptosis 
were a slow-growing tumour of the optic nerve or sheath. On the other hand, if this 
were the case, one would expect the paracentral scotoma to increase rather than 
diminish, and the proptosis to increase rather than remain stationary. 

Increase in the number of white lines, which I have called deep bands in the 
retina, but which, I understand, are more likely to be due to lines of atrophy in the 
choroid, does, however, point to a progressive lesion. 


Hole in the Disc.—P. McG. Morratt, M.D. (introduced by O. G. MorGAN, 
F.R.C.S.). 

Elizabeth H., aged 70. Vision with correction—Right 75 p.; J.8. Left $; J.1. 

Fundus.—The right fundus shows a well-marked depression of roughly circular 
outline in the lower temporal quadrant of the papilla. The hole is about + dise 
diameter, and the inner wall slopes back towards the temporal margin, but is lost to 
view before the margin is reached. Thedarkest part of the hole is at its outer edge, ~ 
thus giving the impression that the deepest part of the pit is behind the overhanging 
edge of sclera. The bottom of the pit cannot be seen. A small vessel can be traced 
into it from the nasal side and is gradually lost in darkness on the inner wall. The 
hole has a greyish, pigmented appearance, and there is slight pigmentary disturbance 
along the overhanging scleral margin. 

Left fundus normal. Macula: Changes slight. Fields: Almost full. Right 
blind spot is enlarged and continuous, with a paracentral scotoma. 

Pathology (Coats).—An evagination of a portion of secondary optic vesicle into the 
nerve, or an abnormal differentiation of a part of the neural division of the vesicle 
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into pigment epith and retinal elements. Other theories have suggested some 
connexion with the feetal cleft, or as allied to coloboma of the optic disc 
Disturbance of the lamina cribrosa wa3 put forward by Stood. 

On further inquiry as to the failure of vision, the patient remembered that the 
sight of the right eye had not been as good as that of thé left for at least fifteen 
years. She had been examined at a hospital in Plymouth by Mr. Rolston, who had 
noted the presence of a hole in the disc. 


Bilateral Conjunctival Cysts.—B. W. Rycrort, F.R.C.S. 


W. M., aged 45, brass finisher, attended the Royal Eye Hospital complaining of 
a lump in the right eye.” 

There is a smooth translucent swelling in the right lower fornix, occupying 
five-sixths of the extent of the lower lid. The patient has been aware of this for 
ten years ; recently the swelling has become larger and more painful. There is no 
history of injury. Other ocular details are negative. 

In the left eye, also situated in the lower conjunctival fornix, is a small cyst. 
The upper fornices are unaffected. Both cysts show evidences of loculation. 


POSTSCRIPT, 1.1.34.—Section shows structure of simple cyst: no connection 
with lacrimal gland. B.W.R.} 


Pseudoglioma.—A. C. Hupson, F.R.C.S. (President). 


O.S., a girl, aged 44. No previous illness except measles two years ago. Left 
eye noticed to turn inwards nine months ago. 

Left eye : several fine filamentary posterior synechiz ; tenuous greyish membrane 
on central part of lens. Greyish white membrane behind the lens; no blood-vessels 
visible in it, but one rather large blood-vessel can be seen on a plane posterior to 
the membrane through the lower inner part of the pupil. 

Anterior chamber shallower than that of right eye, especially above. Pupil 
inactive to light. Right eye normal. 


A Demonstration of Congenital Abnormalities of the 
Iris and Lens 


By Ipa Mann, F.R.C.S. 


SoME of you may remember that in 1924 I showed at the Ophthalmological 
Society some embryological specimens bearing on the mechanism of production of 
coloboma iridis. I was particularly interested at that time in the fact that at a 
certain stage in normal embryos of man and other mammals the capsulo-pupillary 
vessels, as they curl over the rim of the optic cup to drain into the annular vessel 
and the choroid, produce small notches or indentations in this rim. I wasalso able 
to show two abnormal human embryos in which one of these vessels had persisted 
beyond its normal stage and by its interference with the growth of the iris-forming 
rim of the optic cup appeared to be on the way to causing a coloboma. If this is 
a common factor in the genesis of coloboma it ought to be possible to demonstrate 
some trace of the abnormal vessel clinically. Probably in most cases the disap- 
pearance of the vessel, though delayed, does eventually take place, but undoubtedly 
its presence can occasionally be demonstrated in adult life. Indeed, von Hippel, in 
1900, showed a section of an adult eye with a large vessel pulling the iris backwards at 
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the apex of acoloboma. It is true that such a very definite vessel is unusual, but 
I am of the opinion that vascular remnants can be found in a fair number of cases 
if looked for. The following six cases of abnormality of the iris of vascular origin 
may throw some light on the type of finding to expect. 


Case I.—Female, aged 39. The abnormality is very slight, merely a small notch 
at the extreme margin. It is quite shallow and there is no break in the uveal border. 
On one side of it is a strand of persistent pupillary membrane and the end of this is 
attached to the uvea at the apex of the notch. Peripheral .to the notch the pigment 
epithelium on the back of the iris is defective. Thus we have a coloboma of the 
ectodermal portion of the iris associated with a fine strand representing the 
persistence of a foetal vessel at the pupil margin. 


Case II.—Male, aged 7. This case shows in the right eye a slit-like pupil 
resembling that of a cat. It should properly be looked on as a circular pupil with 
two colobomata opposite each other, one at 5 and the other at 11 o’clock. The 
apex of the upper one is attached to the lens capsule by a white fibrous strand from 
the anterior surface of the iris. The lower one also shows abnormality of iris stroma 
in its neighbourhood. This case represents a further stage of the same sort of 
anomaly as that seen in Case I. The notching is deeper, occurs in two places and 
the lens capsule is involved. 


Cases III, IV, V and VI all show complete coloboma of the iris, three typical in 
position and one on the temporal side. Jn all four the lens is also abnormal in the 
region of the coloboma. 


Case III.—Male, aged 45. This case shows colobomu of the iris, and coloboma 
of the lens downwards. There is a gap in the fibres of the suspensory ligament and 
in this gap a thick strand of pigmented mesoderm can be seen passing below the 
lens backwards. This appears to be a clear-cut case of a persistent vessel accounting 
for the gap in the iris and the zonule. 


Case 1V.—Female, aged 21. This shows an almost similar condition on the 
temporal side, with a large, shell-like opacity in the lens. 


Case V.—Female aged 41. This patient has a complete typical coloboma of the 
iris and a notch in the lens. No vessels can be seen in the notch, but on the lens 
capsule are six rows of pigment stars, arranged radially. These would appear to 
mark the lines of unduly persistent vessels which have since disappeared. 


Case VI.—Female, aged 24. This is extremely interesting. There is a complete 
coloboma of the iris with a gap in the fibres of the suspensory ligament opposite its 
apex. In addition there is a shell-like lamellar opacity of the lens on the surface of 
the foetal nucleus passing round the equator in the position of a capsulo-pupillary 
vessel. This opacity is connected with the surface of the lens at the equator by a 
row of blue dots which reach the capsule in the centre of the gap in the zonule. 
There is also a faint line of pigment spots on the capsule corresponding in position 
with the shell-like opacity within the lens. It seems probable that all these 
opacities could have been caused by pressure from a single strand of mesoderm 
forming a capsulo-pupillary vessel (see figure). 


These cases bring out the following points with regard to persistent capsulo- 
pupillary vessels :— 

(1) The persisting vessel can occur in any situation round the equator of the lens. 

(2) There is always a gap or a notch in either the ectodermal or the mesodermal 
portion, or both, of the iris. 

(3) Evidences of persistent pupillary membrane will also be found, either as 
tags from the lesser circle or as pigment spots on the anterior lens capsule. 
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Composite slit-lamp drawing of iris and lens in Case VI. Note inferior coloboma of iris, 
and gap in suspensory ligament. The white shell-like opacity lies on the outer surface of 
the foetal nucleus and marks the former position of a capsnlo-pupillary vessel. The super- 
ficial black dots mark its position on the capsule. The white ne unite the two opacities. 
The linear diagram shows the position of the opacities in section. A is the white opacity, 
B, the line of white dots, and C the capsular opacity. 


(4) If the zonule can be seen there will be a gap in it. 
(5) There is usually, but not always, a notch in the margin of the lens. 


(6) There is often, but not always, an opacity in the lens, localized to the region 
of the coloboma. 


(7) The persisting vessel can sometimes be actually seen, but more often it has 
atrophied after having produced the various abnormalities. 


An Optometer.—J. D. MAGoR CARDELL, F.R.C.S. 


An instrument for testing the sight of bedridden patients in their own home or 
in a hospital ward should have a certain utility, especially when it combines 
Snellen’s distance test and the duochrome test, with the use of a rotating astigmatic 
chart. A tube, carrying at one end a collimating lens and at the other an 
interchangeable cap, is kept at a fixed distance from the eye by a bar with a swivelled 
plate at the end, which rests against the cheek. This allows of manipulation of 
lenses in a trial frame and of a crossed cylinder in addition. The cap at the distal 
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end containing a reduced Snellen’s test can be slipped off and replaced by one 
containing a reproduction of the surgeon’s favourite astigmatic test. This can be 
rotated into any axis and its position read off on a scale on the tube. 

The surgeon places himself at the same distance as the patient from a convenient 
source of light and determines which line of type represents $ for that particular 
illumination. 

Looking down a tube produces two different psychological effects. There is a 
tendency, despite the collimating lens, to accommodate, and for the type to seem 
smaller than it is in reality. No alteration in the size of the reduced type in the 
cap has been made, as it was thought to be more accurate when of a size that 
subtended the same angles at the eye as the master type. 

This instrument was shown at the meeting of the British Medical Association in 
Dublin, and is briefly described in an account of the meeting. It weighs under 
eight ounces and folds up into a small space. 


Metastatic Carcinoma of the Choroid 


By A. C. Hupson, F.R.C.S. (President) 


IN a paper on metastatic carcinoma of the choroid and iris published in the 
British Journal of Ophthalmology in 1923, C. H. Usher gives details of 110 cases 
of choroidal carcinoma, in 69 of which the primary growth was in the breast. 
Reviewing the literature up to the present date, I have been able to find 39 other 
cases, including four cases of hypernephroma and one case of general carcinomatosis, 
and amongst these are 20 cases in which the primary growth was a breast tumour. 
In the total of 149 cases there are therefore only 60 in which there was reason to 
believe that the primary growth was elsewhere than in the breast. Owing to the 
rarity of such cases, the opportunities for pathological investigation have been few, 
and on that account the following record of one of them, although incomplete, 
is not without interest and value. 

George S., aged 41, was admitted to the Royal London Ophthalmic Hospital on 
August 30, 1910, under Sir John Parsons, to whom I am indebted for permission to 
report the case. There was a history of blurred vision in the right eye of eleven 
days’, and of pain in the lumbar region of one month’s, duration. 

Ophthalmoscopic examination of the right eye revealed a large round yellow 
swelling, upwards and outwards from the optic disc, the retina overlying it being 
somewhat wrinkled, but not obviously detached. The eye was enucleated next 
day. 

For the subsequent history of the case I am indebted to Dr. F. M. Matheson, 
who, in a letter dated a fortnight before the patient’s death, which occurred on 
March 11, 1911, informed me that a nodular mass had developed in the right fifth 
rib and that there were signs of a lump in the base of the right lung, with evidence - 
of involvement of the upper lumbar vertebra and spinal cord by malignant growth. 
There was no evidence of prostatic or rectal disease. 

It was not possible to obtain a post-mortem examination. 

The eye was fixed in Zenker’s fluid and afterwards in salt formalin solution, and 
divided horizontally just below the level of the optic disc. 

Macroscopic appearance.— Anterior parts are normal. There is a detachment of 
retina about the size of a threepenny-piece at the posterior pole. The vitreous 
is adherent to the surface of the detached retina, which is separated by a granular 
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coagulum from a lens-shaped mass in the choroid. This is nowhere more than 
2 mm. in thickness, and at its broadest part, where it extends 2 mm. to the nasal 
side of the centre of the papilla, it measures 6-5 mm. in diameter. 

Microscopic appearance.—The thickening in the choroid seen macroscopically 
consists of a new growth. This has arisen, and is extending, in the pigmented layers 
external to the chorio-capillaris, which is obliterated by pressure over the most 
prominent part of the tumour. Bruch’s membrane is everywhere intact, but the 
retinal pigment epithelium is much disorganized and is in one place separated from 
Bruch’s membrane by a space containing granular coagulum. The retina is 
adherent to the pigment epithelium over the tumour, except at its outer part and 
for some distance beyond, where there is a shallow detachment (see Plate, fig. 1). 

The tumour is composed of epithelial cells supported by a scanty connective 
tissue stroma. In places this stroma is disposed in coarse trabecule derived from 
the compressed choroidal tissue; elsewhere it consists of rarefied or cedematous 
tissue supporting a single centrally situated blood-channel. Stroma of this type is 
separated from the epithelium by a well-defined, highly refractory basement 
membrane (see Plate, fig. 3). 

The epithelial cells of the tumour are disposed to some extent in solid masses, 
but for the most part they form the walls of cavities, some of which are small and 
round, while many are extensive and intricate in outline from the presence of pro- 
jecting folds or processes, and others are seen as straight, narrow slits (fig. 2). 
The cells have large round or slightly oval nuclei, with well-staining chromatin ; 
the cytoplasm, which is abundant, has a rather dense reticulum; large cells with 
enormous nuclei, cells containing hyaline granules in their cytoplasm, and cells 
converted into hyaline masses, are occasionally seen. Where the cells form the lining 
wall of spaces they are for the most part of high or low columnar form, and are 
disposed sometimes in a single layer, but more often in palisades two or more cells 
deep. The cells lining some of the slit-like spaces are cubical or slightly flattened, 
and are reminiscent of duct epithelium. 

Where the cells are disposed in solid masses, as at the advancing edge of the 
tumour, they are of polygonal outline. The surface of the cells bounding the cavities 
is in some parts clean cut, in others rather ragged in outline. The cavities when not 
empty contain epithelial cells in various stages of degeneration, together with large 
amounts of hyaline material and degenerated red blood corpuscles and leucocytes. 
There is cedema of the choroid adjacent to each side of the tumour, with some 
leucocytic infiltration. 

At ohne point tumour cells have passed for a short distance into the sclerotic 
beside one of the posterior ciliary arteries. 

Of the 60 previously recorded cases in which the primary tumour was elsewhere 
than in the breast, in 15, or one quarter, it was believed to be in the lung or 
bronchus, and two-thirds of the patients were men. In the case described above 
the microscopic appearance of the tumour was very similar to that in a case 
reported recently by H. B. Stallard, in which the primary tumour was in the lung, 
and the clinical history of the case favours the supposition of a primary pulmonary 
tumour. Choroidal tumours of an adenocarcinomatous character have, however, 
been described as originating in many other organs, including stomach (Reis, Isaak), 
liver (Oatman), thyroid (Gelpke), possibly ovary (Morax), and prostate (Stallard). 

Michail has drawn attention to the fact that latency of signs and symptoms of 
the primary growth has been especially notable in cases in which the subsequent 
history or post-mortem examination has shown that this was in the intestinal tract. 
Moreover, it is known that extensive metastases may originate in a prostatic 
carcinoma so small as to give little or no clinical evidence of its existence, and it is 
possible that prostate, stomach or intestine may have been the source of origin 
in the present case. 
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I am indebted to Dr. D. C. L. Derry for the photomicrograph reproduced in fig. 1. 

Most of the bibliography of the subject is to be found appended to papers by 
Usher, C. H., Brit. Journ. of Ophthal., 1923, vii, 10, and Michail, D., Ann. d’Ocul., 
1932, clxix, 119. 
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DISCUSSION ON VERTIGO 


Dr. Russell Brain: The nature of vertiyo—The term “vertigo” implies 
turning or rotation, the implication being that it is a sensory disturbance characterized 
by hallucination of rotation either of the patient or of his surroundings or of both. 
A definition based upon the derivation of the word, however, would be much too 
narrow, as, even when the vertigo is of aural origin, although a subjective sense of 
rotation, either of the patient or of his surroundings, is its commonest form, it is 
by no means always present. Vertigo is therefore better defined as the sensation 
of a disordered orientation of the body in space. For it is the abnormal feeling of 
spatial disorientation, which is the factor common to hallucinations of movement of 
the patient and of his surroundings, whether these occur in one or more planes, and 
to minor feelings of instability. 

The orientation of the body in space depends upon the integration by the nervous 
system of afferent impulses, both sensory and non-sensory, derived from a number 
of sensory receptors, especially the retin, the ciliary muscles, the extra-ocular 
muscles, the semicircular canals and otolith organs, the joints and muscles of the 
cervical spine and the proprioceptors of the lower limbs. These incoming impulses 
are co-ordinated by means of certain centres and tracts, of which the vestibular nuclei, 
the cerebellum and the posterior longitudinal bundle are probably the most important, 
but there is evidence also, as we shall see, that the cerebral hemispheres, especially 
probably the parietal lobes, play a part in the regulation of the body’s position in 
space. Vertigo may result from loss or disorder of the afferent impulses from any 
of the receptors mentioned, or from disturbance of their co-ordinating mechanisms. 
It is because it is the sensory expression of a disorder of function which can be 
produced in many ways that difficulty in estimating the significance and diagnosing 
the source of vertigo arises. 


AURAL VERTIGO. 


I shall concern myself to-day mainly with aural vertigo and its differentiation 
from vertigo due to lesions elsewhere. 

Pathology.—The pathogenesis of aural vertigo is in some cases easy to understand, 
for example, when it is due to a blocked Eustachian tube, to chronic suppurative 
otitis media, to fistula of the external semicircular canal or to the rare acute non- 
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purulent labyrinthitis. There remains, however, the large group of individuals 
suffering from “ Méniére’s syndrome.” Though the pathology of this condition 
remains obscure, it is helpful to consider possible parallels between the labyrinth and 
the eye. For, while we cannot see the labyrinth, we can see the retina. The venous 
drainage of the labyrinth is even more intimately related to the intracranial venous 
circulation than is that of the eye. Is there a labyrinthine equivalent of papilladema ? 
And what are the states of the labyrinth parallel to embolism, arterial and venous 
thrombosis, and the many forms of retinitis which we see in the fundus oculi? If 
they exist, they may well explain some cases of Méniére’s syndrome in the middle- 
aged and elderly. 


Symptomatology.—Although there are certain features which in most cases enable 
us to recognize aural vertigo, yet, as we shall see, there is probably no feature which 
is absolutely pathognomonic of it. As a rule aural vertigo is characterized by a 
sense of rotation of the patient or of his surroundings, and is associated with 
diminished excitability of the semicircular canals and also with disturbance of the 
cochlear functions, especially deafness and tinnitus. It is associated with nystagmus 
and a tendency to forced movements. It leads in severe cases to pallor, sweating, 
disturbances in pulse-rate and blood-pressure, nausea, and vomiting. It is not 
attended by loss of consciousness. 

The rotated posture of the head is a useful sign of a lesion of the labyrinth, and 
has been reproduced in experimental unilateral labyrinthectomy. The head is 
rotated and flexed so that the occiput is directed to the shoulder on the affected side. 
Diplopia occasionally occurs Curing an attack of aural vertigo, a fact which is of 
interest when considered in relation to the occurrence of this symptom after unilateral 
division of the eighth nerve (Cairns and Brain). 

However, aural vertigo is sometimes atypical. Occasionally a patient who 
suffers from recurrent attacks of apparently typical aural vertigo, often with a 
persistent sense of instability between the attacks, shows no impairment of 
excitability of the semicircular canals, as judged by the ordinary tests, and neither 
subjective nor objective disturbance of cochlear function. Also, although loss of 
consciousness in an attack of aural vertigo is extremely rare, the patient being as a 
rule only too well aware of his uncomfortable sensations, yet I have seen patients 
in whom it undoubtedly occurred. Although the association of tinnitus and deafness 
with vertigo usually means that the disturbance of function is situated in the ear, 
this is not always the case, since these auditory symptoms may be associated with 
vertigo when a lesion involves both the vestibular and the auditory fibres, for 
example in the eighth nerve or in the tegmentum of the pons. 


THE DIAGNOSIS OF AURAL VERTIGO. 


Lesions of the eighth nerve.-—Vertigo may occur as a result of lesions involving 
the eighth nerve, for example acoustic neuroma, localized arachnoiditis and syphilitic 
meningitis. In my experience, however, it is rare for lesions of the eighth nerve to 
produce paroxysmal vertigo as severe as that produced by disorders of function of 
the ear. When the eighth nerve is involved, the vestibular disorder is associated 
with tinnitus and deafness and there is usually evidence of interference with the 
functions of adjacent cranial nerves, especially the seventh—leading to facial weakness, 
and the fifth—often first causing diminution or loss of the corneal reflex on the 
affected side. Tumour of the nerve may bring the patient to the otologist on account 
of vertigo, tinnitus, or deafness, long before there are signs of increased intracranial 
pressure. The characteristic disturbance of the response to labyrinthine tests, at 
any rate in the later stages, is said to be a loss of all labyrinthine excitability on the 
affected side, with loss of reactions from the vertical canals but not from the 
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horizontal canal on the opposite side. The explanation given for this is that when the 
neuroma presses upon the pons the decussated fibres from the opposite vertical canals 
lie more superficially than those from the horizontal canal and so are affected earlier. 


Lesions of the pons and medulla.—Marked vertigo may occur as a result of 
vascular lesions of the pons and medulla, presumably on account of their interference 
with the vestibular nuclei. The best known of these is thrombosis of the posterior 
inferior cerebellar artery. There is a sudden onset of severe vertigo, often associated 
with parasthesiz on one side of the face. The physical signs are the result of 
infarction of the lateral aspect of the medulla and part of the cerebellum and 
commonly consist of analgesia and thermoanzsthesia on the face on the affected side 
and on the limbs and trunk on the opposite side; nystagmus most marked to the 
affected side and hemiataxia on that side; paresis of the soft palate, pharynx and 
vocal cord and unilateral ocular sympathetic paralysis on the affected side. Vertigo 
associated with tinnitus and deafness may also occur as a result of vascular lesions 
of the lateral part of the tegmentum of the pons. These symptoms are then likely 
to be associated with paralysis of the face and external rectus on the affected side, 
together with the sensory disturbances characteristic of the syndrome just described. 
On account of the presence of the associated physical signs, these acute massive 
lesions are not likely to be confused with aural vertigo. A pontine lesion is the 
probable explanation of the occurrence of vertigo in disseminated sclerosis. While 
slight degrees of giddiness are common in this disease, a small proportion of patients 
suffer from severe paroxysmal vertigo, which may be associated with vomiting. I 
saw such a patient recently who had previously been seen by an aural surgeon, 
who recognized that the source of the trouble was not in the ear. These patients 
are usually young adults; their cochlear function is normal, and they usually 
present some physical signs of the underlying disorder, such as optic atrophy, 
intention tremor, absent abdominal reflexes and extensor plantar responses. This 
mode of onset of disseminated sclerosis is sufficiently well defined for it to have been 
named by French writers the “ vestibular form’ (Barré and Reys). Although 
earlier writers stressed vertigo as a symptom of disease of the cerebellum, in my 
experience it is not a symptom which is either common or severe as a result of 
cerebellar lesions. 

Hyperpiesia.— Apart from acute vascular lesions complicating hyperpiesia, such 
as have just been described, vertigo is a common complaint of patients suffering 
from high blood-pressure. It is rarely severe, however, and often merely a 
momentary dizziness or sense of instability, which is particularly liable to be pro- 
voked by stooping and may well be the result of disturbance of circulation through 
the labyrinths. 

Intracranial tumour.—Vertigo is a common symptom of intracranial neoplasm and 
may occur in association with a neoplasm in any situation, though it is certainly most 
common in the case of tumours of the cerebellum and brain-stem. There is usually 
no difficulty in diagnosis in these cases, since symptoms of increased intracranial 
pressure and of a progressive focal intracranial lesion are usually prominent. 


Head injury.—Dizziness is an extremely common symptom in patients suffering 
from the after-effects of head injury and, together with headache and such minor 
mental symptoms as impaired concentration, irritability and nervousness, constitutes 
one of the triad of symptoms characteristic of persistent cerebral contusion. The 
dizziness in these cases is not, as a rule, a rotatory vertigo but is a momentary sense 
of unsteadiness, which is especially liable to be brought on by stooping or by sudden 
movements of the head. 

Epilepsy.—Vertigo may constitute the aura of an epileptic attack. When this 
is of the minor variety—petit mal—it may easily be confused with aural vertigo. 
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Foerster has shown that by electrical stimulation of the interparietal sulcus in man 
it is possible to produce an attack of intense vertigo. This observation is important 
as affording an explanation of the occurrence of vertigo as an aura of the epileptic 
attack, in which presumably the discharge originates, as a rule, in the cerebral 
hemispheres. In petit mal with an aura of vertigo the onset of the attack is always 
sudden and consciousness is always impaired and this can be ascertained by direct 
observation or by questioning those who have observed an attack. The attack is 
very brief and recovery is rapidly complete, there being no persistent sense of 
instability. In aural vertigo loss of consciousness is very.rare and in my experience 
only occurs in attacks of greatest severity. Moreover, in such severe attacks of 
aural vertigo, recovery is always gradual and some sense of instability usually 
persists for hours if not for days. An interesting small group of epileptics includes 
those suffering from chronic suppurative otitis and presenting an aura of vertigo, a 
variety of reflex epilepsy which offers special scope for treatment by the aural surgeon. 


Migraine.—Attacks of vertigo undoubtedly occur occasionally in sufferers from 
migraine, alternating with the typical migrainous attacks. Migraine is almost 
certainly due to spasm of arterioles. Such spasm may involve the retina, for I have 
seen retinal thrombosis occur in migraine in young adults. The vertigo is presumably 
due to a spasm which may involve either branches of the internal auditory artery 
or possibly the arteries supplying the vestibular centres. 


Neurosis.—Many neurotic individuals complain of feelings of dizziness and I have 
had patients suffering from anxiety attacks sent to me with a tentative diagnosis 
of aural vertigo. As is the case with so many neurotic symptoms, the patient often 
finds the dizziness difficult to describe, but the common complaint is of a feeling as 
though the legs were giving way and the patient was in danger of falling. This 
dizziness is always associated in these cases with feelings of intense anxiety and 
with palpitation and other symptoms of overaction of the sympathetic nervous 
system. There exist many causes for these attacks and in any given case the cause 
can only be ascertained by psychological investigation, but I have found that in 
some cases they are the expression of the patient’s fear of heart disease, which to 
the lay mind almost invariably connotes sudden death. 


SOME OBSERVATIONS ON TREATMENT. 


For the medical treatment of aural vertigo I have found no drug to equal luminal, 
which, given in doses of 4 gr. three times a day, will often render a patient 
comfortable. Larger doses can be given, if necessary subcutaneously, during a severe 
attack. Mr. Hugh Cairns and I have recently been interested in surgical division 
of the eighth nerve in intractable cases and this operation performed in five cases has 
yielded very good results, enabling the patient to return to work. I have had no 
personal experience of alcoholic injection of the labyrinth. In many cases of aural 
vertigo the patient is somewhat deaf in both ears and there is evidently a bilateral 
depression of labyrinthine excitability. Itis not always easy in these cases to decide 
which ear is the source of the trouble. In fact the degree of deafness has been the 
only point which we have found of assistance. Here the discussion of vertigo 
merges into that of the labyrinthine reactions, and I leave it at this point, hoping that 
subsequent speakers will be able to throw light on this problem. 


Mr. Alex R. Tweedie: Labyrinthine tests and their aid to diagnosis.—At a 
meeting of this Section four years ago, I made some remarks on the subject of the 
labyrinthine tests in connection with vertigo. 

At that time I regretted the lack of reliance that I was able to place on the 
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rotation tests, but stressed the importance of the cold caloric and galvanic tests as 
a means towards the clinical investigation of the labyrinthine function [17]. 

I hold the same opinion still, and propose to make some further reflections on 
these two tests, and on the causes which produce the phenomenon of nystagmus. 

I will begin by criticizing the statement I then made, that “ Nystagmus is a 
question of the inter-action of volition on uncontrollable deviation.” This term 
“volition” was ill-chosen as it certainly implies “will,” that is, the functional 
integrity of the cerebrum, the presence of which was shown to be unnecessary by 
Flourens [5], and has since been confirmed by Hégyes [9] and Ewald, [4] Magnus 
[13] and others; although, of course, some degree of control can be exercised by 
what we may call “volition.’”” The statement would have been better expressed 
thus: ‘ Nystagmus—that is, of course, vestibular nystagmus—is a question of the 
inter-action of central influence on uncontrollable deviation,” and it is on this thesis 
thus modified that I wish to enlarge. 

It is unfortunate that we are accustomed to describe this phenomenon as 
“nystagmus to the right or left, etc.,’’ since this nystagmus is really a secondary 
manifestation, but I confess I cannot suggest an alternative terminology. 

On this occasion I will take first, what I would submit is the primary factor, 
that is, the uncontrollable deviation. This essentially is the automatic result of a 
stimulus applied to a part of the vestibular apparatus, or, in other words, the 
constant physiological response in some direction, of a specialized sensory organ to 
its disturbance; comparable, for example, to the involuntary retraction of the leg 
on stimulating the sole of the foot by tickling. 

Further, this deviation is the first effect of stimulation of the vestibular appara- 
tus, as was noted by the great investigators already quoted—as, they stated, 
could be shown in experimental research on lower animals—and, as can also be 
shown in the application of either the galvanic or the caloric test in the human patient, 
and on the human patient under the influence of an anesthetic [1], or in the 
fistular test. This deviation moreover is more or less general, as demonstrated by 
the movement in one and the same direction.of the whole body, including the eyes, 
and, indeed, accounts also for what we call “ head inclination,” ‘‘ by-pointing ” and the 
“slow component ’”’ in nystagmus. Secondly, the deviation is in a constant direction, 
in accordance with the nature of the artificial stimulus, that is, for instance, away 
from the cathode pole in the galvanic test and towards the ear to which the cold 
caloric test is applied. Thirdly, the stimulus may be of such a weak degree that 
deviation, uncomplicated by any reflex “nystagmic”’ movements, may be the only 
response.” 

The use of this expression “nystagmic”’ naturally leads to the discussion 
of the other factors in its production, to which I have already alluded as some 
“ central influence.” 

This central influence can be shown to be two-fold: (a) Some subconscious 
reflex situate in the mid-brain, and (b) A true volitional effort at control. 


The subconscious reflex.—With the increase of the stimulus causing the devia- 
tion the next point noted is what we call “vestibular nystagmus;”’ that is to 
say, a movement resulting from an automatic reflex action attempting to correct 
the deviation, and represented by the original slow turning of the eyes in one 
direction, alternating with a quick temporarily successful control of the same. 

Now this phenomenon also has been shown in experimental investigation of lower 
animals, in new-born infants [6], in anencephalic children, and in animals deprived 
of both cerebrum and cerebellum ; indeed, our first teacher, Flourens [5], definitely 
stated that neither cerebrum nor cerebellum was necessary in this reflex, and his 
results and those of other intermediate workers, have been excellently summarized 
in a masterly report by de Kleyn and von Schenk [12], who conclude that intact 
end-organ, vestibular nerve, vestibular and abducens nuclei, abducens nerve and 
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rectus externus muscle are alone sufficient for the production of nystagmus in man. 
The essential “ centres” therefore for this subconscious reflex must lie in the mid- 
brain; though the reaction certainly is influenced by both collateral and higher 
centres [18]. 

To all this, however, should be added that, as the result of Dohlman’s investiga- 
tion |3|, the integrity of the ganglion of Scarpa is also essential for such reflex. 

This nystagmus I would venture to suggest (to revert again to my original 
simile) is comparable to the twitching into which the retraction of the leg develops 
if tickling of the sole of the foot is continued. 

Perhaps the most impressive manner, however, in which it can be demonstrated 
that this reflex is primarily independent of any will-power, ix our usual clinical 
examination, is by the extremely ingenious and simple device invented by de Kleyn 
und Versteegh, which practically amounts to a temporary decerebration of the human 
being {11]. It will be remembered that during his otolithic investigations with 
Magnus, de Kleyn branded a cross on the guinea-pig's cornea after the application 
of cocaine, in order more easily to be able to orientate the movements of the 
eyeballs. Such method of course was inapplicable to human beings, and in his later 
researches on the “ counter-rolling”’ of the eyes in man, he adopted this principle 
by the simple means of applying to the cornea a disc made of the membrane lying 
immediately underneath the shell of a hen’s egg; which he found, by experiments on 
himself, could be used with impunity after the application of cocaine. De Kleyn 
also suggested this method for the estimation of nystagmus, but tomy recent query 
on the subject, he replied that he had not yet developed this latter use. 

Lately, in my own examination of the effects of the galvanic and caloric test, 
and of spontaneous nystagmus, I have been adopting this method, and hope later 
to report thereon. 

Lastly, there is the true volitional effort at control. It is this, of course, which 
man pre-eminently possesses, and it is this agent of which we make use in order to 
accentuate the appearance of nystagmus. It is also the agent by which we are 
accustomed to estimate and describe the degree of the nystagmus, and is the cause 
of the “ falling tendency ” in the oppcsite direction to that of the original deviation. 

I am not at all sure, however, as I have said, that we are wise in making use of 
this third agent in our estimates, as will-power varies considerably, and I have had 
reason to suppose it can certainly control the deviation that is normally the first 
result to the labyrinthine tests. For instance, it is necessary sometimes to distract 
the patient’s attention in order to obtain an estimate of the by-pointing ; as indeed 
may also be required in testing the knee-jerks; or, to refer yet once more to my 
simile, as is evidenced by the possible volitional control of the tickling reflex of the 
sole of the foot. 

Some good idea, too, of the extraordinary complex nature and power of the 
subjective sensation and its effect, induced by disturbance of the labyrinth, has been 
well set forth by Wodak and Fischer [19] ; and in this connexion we can recall 
that nystagmus of the vestibular type may also be induced by lesions situate in 
the cerebrum and the posterior cranial fossa [ 14, 15). 

It should always be remembered that there are three underlying factors in 
nystagmus: (1) The initial deviation ; (2) the secondary involuntary reflex; and 
(3) the true volitional effort. 

Clinical application.—If we reflect for a moment on the complex nature of 
affairs which preside over the production of-this phenomenon, we must admit that 
great caution is necessary in assessing its clinical inference. 

Clinically, our cases are divisible into two main groups: Firstly, those cases of 
vertigo without any obvious aural lesion which we usually see between the attacks, 
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or, if seen in the attacks, the general condition hardly permits of any other obser- 
vation except the fact that there 7s nystagmus. In the vast majority of these cases, 
rightly or wrongly, I have been able to satisfy myself that there is a definite aural 
lesion, and that this is asymmetrical, as evidenced by the functional tests of the 
auditory and vestibular apparatus. This local lesion, however, can generally be 
shown to have existed long before the occurrence of the vertigo ; and, in these cases, 
the important point in therapy is to decide what has been the final precipitating 
cause—such as cranial or intracranial lesions, temperamental disturbances, affections 
of the cardiovascular, abdominal or pelvic systems, or the infective agencies of 
tobacco, alcohol, or lues, ete.—and to treat these. Curiously enough, it is this 
group in which I find that I use these tests most often. 

The second group comprises all those cases of active inflammatory lesions of the 
middle ear, associated with spontaneous nystagmus. It is, however, just in these 
cases in which, perhaps more than .all, we sometimes require assistance in assess- 
ing the amount of labyrinthitis, that we shrink from applying the tests, since I 
would suggest, most of us consider that the right treatment for such cases is either 
rest, with a view to recovery under palliative treatment, or some form of operative 
relief based on the general condition of the patient, the objective aural appearances 
and the degree of loss of hearing, although of course a co-existent nystagmus is 
taken into consideration. Generally I think we iestrict the use of the labyrinth 
tests to the chronic inflammatory cases of otitis media, when they are only 
applied with a view to determining if, or if not, the vestibular apparatus is still 
functional. 

The most simple form of nystagmus in connexion with otitis media may be 
easily intelligible, for example, in such unilateral lesion where spontaneous nystag- 
mus is only elicited on instructing the patient to look towards the side of the lesion ; 
and, if this were the only and constant appearance, the problem would be easy. 
But even in a unilateral otitis media, spontaneous nystagmus in both directions may 
be found, or, whilst it is sometimes in the typical direction, at other times may 
appear in the reverse. At present, we do not appear to be able to say definitely 
that a nystagmus of «2. type means a y. lesion. Many paradoxical cases are found, 
(2|—although we are able to say what we regard as the normal physiological 
response to the galvanic and caloric tests; and thus that the response, actually 
obtained, is normal, hypersensitive or hyposensitive for the peripheral organ or nerve. 
We can also say, generally, that the presence of spontaneous nystagmus in 
association with otitis media indicates an added degree of severity. 

What is the solution of these conflicting conditions ? 

We know of course that different stimuli will produce nystagmus in different 
directions, for example, the effect of the hot and cold caloric tests is opposite, but in 
inflammatory cases we are dealing with a sensory organ, affected by some patho- 
logical disturbance, and we know too that pathological disturbances of sensory 
organs produce an alteration of the normal subjective sensation, as for instance 
in lesions of the olfactory nerves or retina. Quite possibly it may be that in such 
inflammatory lesions the effect may be altered. 

I think, however, for the most probable solution we have to refer to the various 
intracranial connexions [10] between the two nuclei of Deiters, as is, for instance, 
represented by the diagram of Hoshino, which appeals to me as a good general guide, 
since it embodies the chief agents which contribute to the production of nystagmus ; 
although, as will be seen, it omits various other agents which may also influence 
this phenomenon. Incidentally it may also offer a solution for the “ compensation " 
which occurs to the rotation test after complete destruction of the labyrinth on one 
side. 

That mere disturbance of function of one peripheral organ will result in a hyper- 
activity of the other (which of course would pre-suppose some extraordinary degree 
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of “ intelligence’ on the one remaining side) is disproved by those cases of total 
destruction of one labyrinth, in which no spontaneous nystagmus occurs. 

I would submit, therefore, that so far as the clinical application of these tests is 
concerned, we are left with the position which may be summarized as follows :— 


(1) That we are dealing with a simple primitive reflex which may become an 
extremely complex proposition. 

(2) That we know more of physiological results to artificial stimuli than of the 
effects of pathological lesions. 

(3) That since the physiological reactions to the caloric and galvanic tests are 
comparatively well known, can be graduated fairly accurately and can be restricted 
to the effect on one side, they are the most useful. 

(4) That these are particularly applicable in testing the vestibular function in 
non-inflammatory conditions. 

(5) That they are of use in determining the degree and extent of remaining 
function in post-inflammatory lesions. 

(6) That an attempt should still be made to assess the inference of spontaneous 
nystagmus in cases of acute otitis media. 

(7) That possibly our knowledge in this direction will be helped by utilizing the 
“blinding” method of de Kleyn. 


Otolithic tests.—If more cannot be said of our knowledge of the semicircular 
canal system, still less do we know of the otolithic apparatus, though this is not 
surprising, when we reflect that this latter is much older pylogenetically, and also 
most certainly a more decadent structure. 

Cases, however, still are seen and are reported {8, 16!, in which it is suggested 
that otolithic responses can be obtained, one of the chief investigators perhaps in 
this direction being Nylen [15]. Such reactions, I think, can also be shown in 
some cases of otitis media [16] and by means of the “ goniometer” of von Stein 
[8] or on the “ tilt-table” of Grahe [7]. But what is their inference I do not 
know, though I continue to make investigations in this direction. 

We have, however, the key provided in “ Kérperstellung,” but much was left to 
be done on the untimely death of our master, in this respect, Rudolph Magnus, who 
liberally acknowledged also the previous work of both John Hunter and Sherrington. 

In conclusion, I trust these remarks may not appear too didactic; they are only 
offered as my own observations and reflections by way of soliciting corrective 
criticism. I also hope that they will not suggest discouragement, though it is true 
they represent no great development of the fundamental facts as described by the 
vigilant and meticulous investigations of many workers during the last 100 years. 

I think too we can claim that we are applying this knowledge bequeathed to us 
more and more in our clinical routine; at all events, the already vast and increasing 
literature on the subject bears ample testimony both to the extraordinary efforts 
which have been and are being made towards the elucidation of these great puzzles, 
and to the intricacy of the problem; and, if perhaps at times we feel a little ashamed 
that we have made no further progress, we may comfort ourselves with the remem- 
brance that it took Flourens, presumably, some forty years to decide that nystagmus 
was independent of the brain and cerebellum, and that even Andreas Hégyes himself, 
at the termination of his great classic, on attempting to reconcile the opinions and 
views of other workers with his own, wrote: “ Wherein the truth lies is difficult to 
decide.”’ 
REFERENCES 


1 Borries, G. V. Tu., “Le nystagmus et autres mouvements oculaires pendant la narcose,” 
Acta Oto-Laryng., 1924-5, vii, 187. 
2 Borris, G. V. Tu., “ Paradoxical labyrinth reactions,’ Acta Oto-Laryng., vol. iv, 339. 




















9 Section of Otology 315 


3 DOHLMAN, G., “Experimentelle Untersuchungen iiber die Galvanische Vestibularisreaktion,”’ 
Acta Oto-Laryng., 1929, vol. xiii, Suppl. VIII. 
4 EWALD, J. R., ‘‘ Das Endorgan des Nervus Octavus,” 1892. 
FLOURENS, P, “Nouvelles expériences sur ]’indé -pendance respective des fonctions cérébrales ,” 
Cpt. rd. de lV’ Acad, d. Sc., 1861, 673. 
GALEBSKY, A., “ Vestibular nystagmus in new-born infants,” Acta Ote-Laryng., 1927, xi, 409. 
GRAHE, K., “Die Vertikalempfindung auf dem ‘ Vestibular’ tische bei kalorischer Reizung des 
normalen und Labyrinthlosen Ohres und des Halses, ein Beitrag zur Frage der ‘ Vestibular- 
reactionen ’ bei fehlendem Labyrinth,’’ Acta Oto-Laryng., 1927, xi, 158. 
8 HAAN, P. pt, “ Otolith reflexes in man,’’ Acta Oto-Laryng., 1927, xi, 254. 
9 HéayeEs, “Uber den Nervenmechanismus der assoziierten Augenbewegungen,"’ Monats- fiir 
Ohren, 1912, xlvi, 807, passim. 
10 HosuHino, T., “ Beitriige zur Funktion des Kleinhirnwurmes beim Kaninchen,’’ Acta Oto- 
Laryng., 1921, Supplement II. 
11 KLEYN, A. DE and VERSTEEGH, “ Method of determining the compensatory positions of the 
human eye,” Acta Oto-Laryng., 1924, vi, 170. 
12 KiLEyYN, A. DE and V. SCHENK, “* Ueber den Reflexbogen des vestibuliiren Augennystagmus beim 
Mensche n, ’ Acta Oto Laryng., 1931, xv, 439. 
13 MAGNUS, R., mee stellung.” 
14 Morsera, L. E., “ Hine klinische Studie iiber den Zeigeversuch bei Hirngeschwiilsten,’’ Acta 
Oto-Laryng., "1933, Supplement XVIII. 
15 NYLEN, C. O., ‘‘A clinical study on positional nystagmus in cases of brain tumour,” Acta 
Oto-Laryng., 1931, Supplement XV. 
16 TWEEDIE, A. R., ‘‘ The otolith reactions,"’ Proc. Roy. Soc. Med., 1926, vol. xix (Sect. of Otol., 1). 
17 TWEEDIE, A. R., “ Vertigo: Some notes on the rotation, caloric ‘and galvanic tests,” Proc. 
Roy. Soc. Med., 1929, xxii, 974 (Sect. of Otol., 52). 
18 WINKLER, C., “ Le systéme du nervus octavus,” Manuel de Neurologie. 
19 WopaAk and FiscHEerR, “Contributions to the physiology of the human vestibular apparatus,’’ 
Journ. Laryng. and Otol., 1925, xl, 201. 


n 


2 


AD 


Sir James Dundas-Grant said that it was necessary to make a diagnosis 
between epilepsy, syncope and vertigo. Unquestionably some of the cases of vertigo 
seen by otologists were epileptic. In the Lancet of that day's date he (the speaker) 
had published an article giving instances of this, one being that of a patient with 
cholesteatoma of the middle ear. When removal of the ossicles allowed the 
cholesteatoma to disappear the epilepsy became almost imperceptible, the patient 
afterwards having only slight giddy attacks, which yielded to luminal. This was not 
purely aural vertigo, but epilepsy roused by an aural reflex. He remembered the 
case of a young man who, after being kicked on the mastoid by a horse, developed 
epilepsy, which ceased after a radical mastoid operation. 

With regard to lesions of the eighth nerve, he strongly advised the use of the 
galvanic test. The late Dr. Buzzard had described as “ medullary vertigo,” cases 
with an associated paralysis of the vocal cord ; in some bulbar cases there was a loss 
of temperature and ordinary sensation on the opposite side of the body. Ina case 
shown before the Section of Neurology the patient on sitting on a cold seat was 
conscious of coldness on only one side. 

Every now and then cases of vertigo associated with hyperpiesia came before the 
otologist ; in some cases there was no vertigo, but, instead, a definite disturbance 
of auditory perception. 

In every case of vertigo in which the cause was not obvious, inquiry should be 
made as to any previous injury ; there might have been concussion, perhaps of only 
slight degree, with minute hemorrhages—comparable to " railway” concussion of 
the spine—in which perchloride of mercury was very beneficial. 

There were also cases in which vertigo was kept up by fixation of the ossicles, 
and| in which removal of the ossicles was followed by a complete disappearance of 
the vertigo. Vertigo seemed to be relieved by restoration of the safety-valve action 
of the stapes, in the absence of which every vascular pulsation was communicated 
to the delicate structures in the labyrinth. In cases showing unilateral labyrinthine 
destruction, with giddiness and deafness, a small dose of quinine, say half a grain, 
was a very successful means of checking it ; so successful, indeed, that in such cases 
the quinine was a means of distinguishing from epilepsy. 
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He recommended for the caloric test for labyrinthine inactivity the cold-air 
apparatus he had devised for the purpose. For the retro-labyrinthine portions of the 
vestibular portion of the eighth nerve he considered the galvanic test indispensable. 
If it was confined to the induction of postural deviation towards the positive pole 
(apart from nystagmus) a very small current was sufficient and the discomfort to the 
patient was exceedingly slight. 

For those who desired an aid to their own memory or that of their pupils, he 
suggested the following table of mnemonics :— 


LABYRINTH MNEMONICS- 
N. = Nystagmus 





Slow Drag . . . . Labyrinthine, 
Quick Jerk . . . . Cerebral. 


During rotation, N. same side, 

On Stopping, N. opposite side ; 

Head on shoulder, Rotation to 
opposite side, N. upwards. 


To test RK. Labyrinth, rotate to L. 
(rule of contraries). 


Caloric:—Cold . . . . N. opposite, 
Warm. . . . N. same. 


Galvanic :—N. comes to cathode, 
away from anode ; 
Postural Deviation the reverse, 
1.e. towards positive pole. 


Fistula :—N. comes to compression, 

away from rarefaction. 
Criste in Canals ; 
Macula in Saccule and Utricle ; 
Sagitta Stuck on Side (inner) of Saccule ; 
Lapillus Lies on floor of Utricle. 


Mr. Sydney Scott said that apart from well-known aural conditions, vertigo 
might be due to some virus acting on the vestibular system. Were the blood-vessels 
of the labyrinth liable to sclerosis or subject to temporary spasm? Did toxins act 
on the nerve-endings in the labyrinth, or on the central nuclei ? 

He had seen, in heavy tobacco smokers, vertigo and nystagmus provoked by 
tilting the head in any direction, though there was no vertigo or nystagmus when 
the head was still. 

There appeared to be certain reflex forms of vertigo, when the ear was normal, 
due, for instance, to a troublesome tooth, after extraction of which attacks ceased. 

Among difficult cases, after exclusion of all the known causes, some were 
reluctantly regarded as belonging toa neurosis. He would like to have an explanation 
of these, 
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Vertigo was not necessarily a feature of cerebellar abscess. Sometimes during 
the development of cerebellar abscess the nystagmus could be observed to cross over 
from one side to the other. Hypotonia, likewise, might disappear from the 
homolateral side and appear on the other side, and next day reverse again. 

Dr. Russell Brain must have met with cases in which herpes was associated 
with various lesions of the cranial nerves; sometimes it was accompanied by 
unilateral deafness which was absolute. Sometimes, though rarely, one met with 
herpes,’ absolute deafness and facial paralysis; other cases had vertigo, nystagmus 
and facial paralysis with good hearing and the cerebrospinal fluid contained excess 
of cells. 


Mr. T. Ritchie Rodger said that during twenty years he had seen only 
three cases of Méniére’s syndrome in which, when first seen, the patient presented a 
spontaneous nystagmus. This increased the diagnostic difficulties. The first of these 
cases wag that of an old lady who had had frequent attacks, and when he (the speaker) 
was called to her bedside, there was manifest nystagmus. The next was in a medical 
man, who had an attack of nystagmus which passed off quickly; in the third case 
the patient gave a history of severe attacks beginning nineteen years before, at first 
at intervals, and then continuous. At that time the patient saw Mr. Lack, who told 
him he would have no more attacks, a prognosis which had proved correct for many 
years. The patient had an unerupted wisdom tooth extracted, and after that the 
attacks ceased. His colleague Mr. Simpson had recently a similar case, with frequent 
and severe Méniére symptoms, and the patient was apparently cured by one lumbar 
puncture, though the cerebrospinal fluid did not seem to be under tension. There 
had been no more attacks. He (the speaker) would like to know what was the 
mechanism of cure by lumbar puncture. 


Mr. J. F. O'Malley said that it was difficult to arrive at a particular factor in 
any one case. With regard to Dr. Russell Brain’s analogy of the pathological 
changes in the labyrinth with those in the eye; this parallelism had been a matter 
of interest to him (the speaker) for some years. The changes in the eye could be 
seen, and one knew that, physiologically, there should be a similarity in the manner 
in which the functions were carried out in the two organs, in both the vascular and 
the nervous mechanisms. Some years ago he had had a patient with pronounced 
nerve dehfness. He had inquired into the patient’s habits, and prescribed for him, 
but had been unable to help him much. Shortly afterwards the patient went to 
Belgium, and on his return told him, the speaker, that for a week after his crossing 
to Belgium, though the sea was smooth, he had violent sickness. On this second 
consultation he reeked of tobacco, and confessed that he smoked a pipe allday. He 
was also deaf. After discarding the pipe he greatly improved, and there had been 
no return of the sickness. 

Mr. Sydney Scott had raised the question of the mode of action of a toxin on the 
labyrinth, and he: (Mr. O’ Malley) thought he had found a satisfactory explanation. The 
effect on the system was probably cumulative. The simplest example of that was 
bromide. Studying bromism one found certain manifestations ; they arose, largely, 
in relation to the efforts of the body to eliminate the poison ; at the sites of elimina- 
tion there were certain things to be observed; in the skin an eruption, in the breath a 
heavy odour of the drug, in the tear-saes, conjunctivitis, and the residue, not eliminated, 
acted on the higher centres. He had always considered that the symptoms observed 


* Mr. Tweedie pointed out that various groups of herpes aurium were cited in the ‘‘ Handbuch der 
Hals-Nasen-Ohrenhei]kunde’’ by Denker and Kahler. Vol. vii, p. 20. 
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were due to the fact that the eliminative organs were unequal to the task of eradicating 
the toxin, the excretory mechanism becoming damaged in the effort. But further, 
when the excretory mechanism failed to eliminate all the toxin, that still remaining 
in the circulation attacked the secretory apparatus also. The irido-cyclitis arising 
from focal sepsis, such as a dental granuloma, and disappearing on the removal of 
the growth, seemed to be an example of this kind. A similar lesion of the stria 
vascularis of the labyrinth would be likely to produce an analogue of the eye 
affection. Vertigo associated with various toxic conditions thus became easier to 
understand. 


Mr. W. S. Thacker-Neville said that in cases of Méniére’s disease, if when 
a small a’ fork was used, bone conduction was markedly diminished or absent, 
the patient would probably be found to have faulty water-metabolism. A 
police-sergeant had consulted him fearing that he would have to retire from 
the Force because of severe giddiness. Bone conduction was absent, and inquiry 
showed that he had been in the habit of drinking tea at intervals all day long. 
Salyrgan was injected and fluid intake reduced to one pint daily and the vertigo 
was now cured. 

In a second similar case, faulty water-metabolism was found, but the 
same treatment did not avail. Two months later the patient was reported to 
have facial paralysis, so probably he had an intracranial tumour. The sensation 
of the cornea had not been tested. Thus faulty water-metabolism might be 
found as a coincidence. Ordinary people could drink any amount of fluid 
without suffering from vertigo. Only those with faulty water-metabolism would 
have vertigo. 

With regard to disseminated sclerosis, the “ umbrella” test should not be left out. 
He had a wheel which was marked in black and white and the patient stood in the 
centre of it. If the nystagmus was to the right and due to a peripheral lesion, he 
(the speaker) turned the umbrella to the right and the nystagmus moved to the left. 
If it was a centrally caused nystagmus it would not alter. 


Mr. F. C. Ormerod said that rotatory tests were valuable in normal persons 
as helps in studying the physiology of the internal ear. They were not of the same 
value in pathological cases as caloric tests. 

The most violent vertigo he had seen had been in cases of cerebellar tumour. 
In one of his patients—a boy—the vertigo had been so intense that he could not raise 
his head from the pillow without having an attack. The tumour in that case was 
in the centre of the cerebellum and pressed on the mid-brain. 

On the other hand there was, at the other end of the scale, the very troublesome 
type of vertigo associated with chronic suppurative disease of the middle ear, also 
seen after apparently successful mastoid operations. The vertigo, which was 
comparatively slight, was more apparent when the patient climbed a ladder or 
walked a plank—and it was astonishing what a large proportion of the patients had 
to do one or the other in their work. The caloric and rotatory tests showed no 
marked deviation from the normal, but a longer time was needed to produce the 
nystagmus. 

“ Nystagmus” was, he thought, a misleading term. The examiner reported 
“nystagmus to the left” when the important component of the nystagmus 
was to the right; students were apt to be misled by this. He personally never 
used the word “ nystagmus” without the qualifying words “quick” or “slow” 
components, 


’ 
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Mr. E. A. Peters said he was glad to hear it emphasized that giddiness consisted 
of a disturbance of orientation, in contrast with the definite turning of vertigo. 
Would not the description of vertigo be much simplified if nystagmus were described 
according to the direction of the slow movement, rather than by the central quick 
movement. 

With regard to the treatment of vertigo: There were certain cases in which 
there appeared to be alteration of the fluid, either in the rapidity of its absorption or 
in its character, in a way parallel to that in cases of glaucoma. He had had an 
interesting case on which he had operated twenty years ago; the patient had been 
unable to cross a room without experiencing severe vertigo. The tuning-fork test 
showed loss of hearing to the extent of one-quarter. He (the speaker) uncapped 
that external canal and exposed the dura mater of the posterior fossa, passing a 
piece of fine silkworm gut into the canal between the skull and dura mater 
then covering it with a graft. He had followed the case up for fifteen years; the 
patient was now able to cross the road without help and to carry on his work. 
Some weeping through the graft was noted. 

Another type of case was that of high explosive labyrinthitis, in which deafness 
and vertigo followed concussion. In cases of death in the early stage there 
was hemorrhage along the internal auditory meatus. In later cases where the 
vertigo was persistent he had uncapped and drained the labyrinth in a similar way. 
The content of the canal showed effused blood. No rapid improvement followed ; 
this might have been owing to central concussion. 


Mr. J. A. Gibb said that he had a case in regard to which he would be glad to 
have asolution. It was that of a boy, aged 16, who had had otorrhcea since childhood, 
and who had come to hospital with a fulminating mastoid, violent nystagmus, and 
high temperature ; reported papillaadema. He (the speaker) had cleared out a foul 
mastoid, and trephined over the temporo-sphenoidal lobe, opening the membrane and 
exposing the brain. There was no excess of fluid, but all the blood-vessels were 
engorged, and there was no pulsation. Needling produced no result. When he was 
next seen there was some paraphasia. Two days after this the pulse-rate dropped 
to 40 beats per minute, and the temperature to subnormal. This suggested some 
pressure in the cerebrum, but he (Mr. Gibb) had trephined in the parietal area and 
above the lateral sinus. Needling yielded no pus. The wound was dressed 
with saline. The pulse-rate and temperature gradually returned to normal. 
The nystagmus and papillaedema disappeared. The patient made a complete 
recovery. His own diagnosis had been extreme toxwmia, causing spasm of the 
blood-vessels. 


Mr. W. Stirk Adams referred to cases of section of the eighth cranial nerve 
reported by Dr. Russell Brain and Mr. Hugh Cairns, to the Section of Neurology,' 
and said that the observation by these authors, of skew deviation of the eyes after 
this division was an important addition to our knowledge of labyrinthine function. 
He hoped it would be followed-up by more exact measurement of this deviation. 

Many patients suffered from vertigo after head injuries, but cases of vestibular 
type were unusual, in his experience, though the following case, which had not been 
fully investigated, illustrated the condition. 

A woman, aged 33, was injured in a road accident, when her head fell on the 
steering wheel of a car. 

The external nose was displaced to the left, and the right nasal passage obstructed. 
No loss of consciousness occurred, and the patient was able to go home after receiving 
attention. 

| Proceedings, 1933, xxvi, 689 (Sect. Neur., 17). 
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Following her accident she became subject to attacks of giddiness, which she 
described as “ turns,”’ most often produced when walking, by turning her head from 
the left side to the straightforward position. She had never fallen, but had 
experienced a sudden alteration in her direction of progress. 

When seen five weeks after the accident she had a spontaneous rotatory 
nystagmus of the third degree to the left, and a shoulder past-pointing in the sagittal 
plane of 3 in. to the right, with the right hand, and 1 in. to the right, with the left 
hand—evidently an uncompensated bias on the mid-brain centres. Her hearing was 
unaffected. 

Five months after the accident slight spontaneous rotatory nystagmus of the 
‘third degree was still present on looking downwards to the left and right. 

Past-pointing sagittal shoulder test: right hand, 1 in. to right, others normal. 

Mr. Tweedie had suggested that vestibular tests should be made in cases of acute 
otitis, and the following case record, where this was done, raised a point of great 
moment when we determine what reliance can be placed on these findings. 

A child, aged 7, developed a left-sided earache and appeared “‘ lifeless.’ Five days 
later he had a left paracentesis, followed by a profuse exudate from the ear, which 
quickly dried. Four days after the paracentesis, neck rigidity and a positive Kernig 
sign developed without loss of consciousness. 

Examination next day showed slight tenderness of the left mastoid, the head was 
retracted, and Kernig’s sign was positive. The watch was not heard in contact on 
the left side, though full consciousness was present. 

In view of the possibility of a labyrinthitis on the left side—in spite of the 
complete absence of any spontaneous vestibular disturbance, then, or before—the 
cold caloric test was carried out on the left side, and gave a normal eye response. 
Hence we felt that suppurative labyrinthitis was excluded, and a simple mastoid 
operation followed, exposing sinus and dura. 

The cellular mastoid was widely infected, but no extradural abscess was present; 
consciousness was retained for five days after this, but in spite of treatment the 
child died ten days after the operation. 

Post-mortem examination showed a meningitis almost confined to the posterior 
fossa of the skull, and pus was leaking through the left internal auditory meatus 
from a suppurative labyrinthitis. 

It appeared reasonable to suppose that the meningitis was due to direct spread 
of infection from the labyrinth, the reverse infection being unlikely, as one Jabyrinth 
only was infected, and that on the side we knew harboured an acute otitis. If this 
was conceded, then it followed that at least thirty-six hours after the infection had 
tracked through the left labyrinth this organ gave a normal response to the cold 
caloric test. 

Unsupported, this conclusion appeared incredible, but a further experience made 
him doubt whether any reliance could be placed on the result of the cold caloric 
test in deciding for or against suppurative labyrinthitis at the critical time when an 
operating decision had to be made. 


The President said that some time ago he had seen a patient on account of 
repeated attacks of vertigo. On the left side the hearing was practically normal, 
and the horizontal canal was also normal, but both vertical canals were found to 
give no reaction to caloric stimulation. He could not think of a lesion in the 
pons so small as to cause that limited affection, and the case had puzzled him a 
good deal. 
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Dr. Russell Brain (in reply) said that Sir James Dundas-Grant had asked 
whether neurologists recognized a vertigo centre in the cerebral hemisphere as 
suggested by Horsley. Foerster’s observations suggested that vertigo could be 
excited by stimulating the parietal lobe and this conformed with what was known 
about representation of the perception of space in the cortex. Mr. Sydney Scott’s 
suggestion that the labyrinth might be attacked by a virus seemed quite probable. 
Toxins or viruses exerted a very selective action. That of louping-ill selectively 
destroyed the Purkinje cells of the cerebellum. 

With regard to excessive tobacco smoking, he was interested in the remarks of 
both Mr. Scott and Mr. O’Malley on this; perhaps in some cases there was in the 
labyrinth a condition like tobacco amblyopia in the eye. Some might know from 
experience the slight vertigo following the first cigarette in the morning; this 
giddiness came on very quickly. Was it produced through the blood-stream, or was 
it a reflex disturbance? As to hysterical giddiness, it was probably analogous to the 
continuous pain complained of by some hysterical subjects in whom no physical 
defect could be found. One could only say that both pain and vertigo were 
ultimately states of consciousness and therefore might be psychogenic. 

With regard to herpes, he saw occasionally examples of geniculate herpes zoster 
with labyrinthine or cochlear symptoms. He agreed with Mr. Scott that there 
was little evidence of vertigo commonly arising from cerebellar disorder, though 
that sometimes occurred. 

In answer to Mr. Ritchie Rodger, he would say that 50% of the patients with 
Méniére’s syndrome showed no nystagmus in the intervals between attacks; the 
remainder showing some nystagmus. 

He was interested in Mr. Thacker Neville’s suggestion that faulty water- 
metabolism was responsible for some cases of vertigo. Some people had vertigo 
after taking a saline purge. Defective water-metabolism could not be a frequent 
cause of vertigo, however. 

It was rare to find diplopia occurring in vertigo; but it might be more frequent 
than it was usually thought to be, as patients might be too engrossed with the 
major symptom to notice it. 

He agreed with Mr. Peters that it would be better to define nystagmus in terms 
of the slow phase; he did not know, however, how the change in the description 
was to be brought about 

Mr. Gibb’s patient possibly belonged to the group of patients with hydrocephalus 
which Symonds called “ otitic hydrocephalus’; though he, the speaker, had seen it 
follow a septic finger. Its pathogenesis was unknown. Such cases might settle 
down or, on the other hand, might progress to blindness, unless treated by 
decompression. 

This discussion had shown how vast was the field for investigation, and how 
close ought to be the collaboration between the otologist and the neurologist. 


Mr. Tweedie (in reply) said he hoped that the term Méniére’s disease would be 
dropped altogether, as the psychical effect of its use on patients was harmful. In 
this connection he quoted the case of a patient who had been told by her doctor this 
was her trouble, and that in connection with only one attack of giddiness sixteen 
years previously, without any recurrence of such symptoms. 

He agreed with Mr. Peters that it would be better to describe the phenomenon 
of nystagmus in terms of the “ initial deviation,” but unfortunately, at present, 
clinically, it was only by inducing nystagmus we were able to determine that such 
underlying deviation was present. 

In reply to Mr. Adams, he suggested that in his case impairment of one of the 
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Kustachian tubes might have been the solution, and that, at any rate, elimination 
of a possible tubal involvement was necessary before one could begin to assess g 
labyrinthine disturbance. 


Epithelioma of External Auditory Meatus treated by Deep Radio- 
therapy. No Return after Six Months.—F. A. Perrrs, F.R.C.S. 


A. §., male, aged 53, in January, 1933, noticed a fullness followed by discharge 
from the ear. When I saw him there was a granuloma filling the meatus; it was 
pale in colour but bled on manipulation; the pre- and post-auricular glands were 
‘enlarged but not shotty to the touch. A series of five treatments by the Hohlfelder 
cannon was carried out as a preliminary to excision, but the operation was post- 
poned ; the growth shrivelled up and the glands disappeared. Another course 
of similar treatment was carried out at University College Hospital. At present 
a rounded pale nodule projects into the meatus from the posterior wall at the 
junction of the cartilaginous and bony meatus, the seat of the former growth, a piece 
of which, on bioscopy, had shown the structure of epithelioma. 





